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TO  THE  MEMORY  OF  MY  FATHER 


ABSTRACT 


The  main  purpose  of  the  present  study  was  to  ascertain  the  nature 
of  mental  health  services  preferred  by  the  community  members  in  order 
to  deal  with  the  psychological  problems  of  the  aged.  Specifically,  the 
problem  studied  was  whether  people  have  a  custodial  orientation  or 
community  orientation  for  prevention,  treatment  and  management  of  psycho¬ 
logical  problems  in  the  elderly  population.  The  relationship  between 
attitude  toward  the  elderly  and  preference  for  the  services  was  also 
examined.  In  addition,  the  study  investigated  the  relationship  demo¬ 
graphic  variables  have  with  preference  for  services  for  the  psychologic¬ 
ally  impaired  elderly,  and  with  attitudes  toward  old  persons.  The  fol¬ 
lowing  three  instruments  were  used  to  obtain  the  required  information: 

(1)  Psychogeriatric  Services  Scales  (PSS) ,  (2)  Old  People  Scale  (OPS), 
and  (3)  Demographic  Information  Questionnaire  (DIQ) .  The  PSS  was  a 
specially  constructed  scale  which  measured  preference  for  27  different 
types  of  services  representing  4  main  categories:  (a)  Preventive  Care, 

(b)  Improved  Institutional  Care,  (c)  Community  Care,  and  (d)  After  Care. 
The  questionnaires  were  mailed  to  a  random  sample  of  300  households  in 
the  city  of  Edmonton.  Of  these,  69  returns  were  complete  enough  for 
data  analysis. 

The  results  show  that  most  respondents  tend  to  prefer  community 
oriented  services  for  the  psychological  problems  of  the  elderly.  No 
one  has  definite  custodial  orientation.  However,  a  significantly  high 
percentage  (63%)  of  the  subjects  have  low  community  orientation. 
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whereas  only  27%  have  high  community  orientation.  With  respect  to  the 
four  groups  of  services,  the  highest  preference  is  for  Preventive  Care 
Services  followed  by  Improved  Institutional  Care,  Community  Care  and 
After  Care.  As  for  the  respondents'  attitudes  toward  older  persons,  no 
subject  has  a  definite  negative  attitude.  However,  a  considerable  per¬ 
centage  (41%)  of  the  subjects  have  a  low  positive  attitude  toward  the 
elderly  as  compared  to  those  (23%)  in  the  high  attitude  category.  The 
correlation  coefficient  between  attitude  toward  old  persons  and  pre¬ 
ference  for  services  is  small,  suggesting  that  the  nature  of  preference 
may  not  be  predicted  from  the  knowledge  of  one's  attitude  toward  old 
persons.  It  is  also  found  that,  in  general,  most  demographic  variables 
are  not  related  to  either  preference  for  services  or  to  attitudes  toward 
older  persons. 
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I .  INTRODUCTION 


Concern  for  the  mental  health  of  the  elderly  has  increased 
considerably  in  recent  years.  Social  scientists,  mental  health  pro¬ 
fessionals  and  government  officials  have  become  aware  of  the  high  risk 
of  mental  disorders  among  the  ages  population.  Lack  of  suitable 
mental  health  services  for  the  elderly  is  also  an  important  area  of 
concern.  It  is  generally  agreed  that  mental  health  services  require 
improvement  and  expansion  in  order  to  meet  the  needs  of  older  persons. 
The  gap  between  mental  health  needs  and  available  services  is  too 
large  to  be  ignored.  Most  gerontological  researchers  (Birren  £  Sloane, 
1980;  Glasscote  et  al . ,  1977;  Zarit,  1980)  suggest  innovative  govern¬ 
ment  planning  and  a  massive  programme  of  social  actions  in  order  to 
develop  and  maintain  adequate  mental  health  services  for  the  elderly. 

World-wide  demographic  trends  indicate  a  sharp  increase  in  the 
older  population  (65  and  over)  since  1900.  A  significant  further  in¬ 
crease  is  expected  in  the  year  2000  due  to  increased  life  expectancy. 

At  present,  about  8.5%  of  the  Canadian  population  are  65  years  of  age 
or  older  (Statistics  Canada,  1974) .  It  is  estimated  that  by  the  year 
2001,  persons  who  are  65  years  and  over  will  constitute  nearly  11%  of 
the  total  population  of  Canada.  In  the  United  States,  the  present 
older  population  is  10.5%  and  is  expected  to  increase  up  to  16%  by  the 
year  2010  (United  States  Bureau  of  the  Census,  1976) .  A  similar  trend 
of  increasing  population  of  older  persons  has  been  noted  in  European 
countries  (Marquis  Academic  Media,  1977)  . 
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The  demographic  trend  of  the  elderly  population  clearly  indi¬ 
cates  that  the  need  for  care  services  for  both  physical  and  mental 
problems  of  the  elderly  will  increase  dramatically  in  the  near  future. 
With  respect  to  mental  health,  it  may  be  noted  that  elderly  people  often 
suffer  from  extensive  mental  stress  due  to  physical  illness,  low  in¬ 
come,  inappropriate  living  conditions,  loneliness,  bereavement  and 
approaching  death  (Birren  §  Sloane,  1980;  Butler  §  Lewis,  1977; 

Zarit,  1980).  Therefore,  they  are  more  likely  to  develop  psychological 
problems  or  mental  disorders  than  any  other  age  group. 

Several  studies  (e.g.,  Butler  §  Lewis,  1977;  Cohen,  1976)  sug¬ 
gest  that  mental  illness  is  more  prevalent  among  older  persons  than 
in  any  other  age  group.  It  is  estimated  that  18-25%  of  the  elderly 
suffer  considerably  from  mental  health  symptoms  (Roth,  1976) .  Many 
cases  of  depression,  psychotic  reaction  and  neurosis  have  been  reported 
in  the  literature.  Psychosis,  the  most  serious  form  of  mental  dis¬ 
order,  increases  significantly  after  the  age  of  65,  and  it  is  twice  as 
common  after  age  75  as  it  is  in  the  25-35  year  age  group  (Butler  § 

Lewis,  1977) .  Senile  dementia  is  considered  as  the  fourth  leading 
cause  of  death  among  the  elderly  (Katzman,  1976) .  The  rate  of  suicide 
is  also  very  high  among  persons  over  age  60  (Butler  &  Lewis,  1977). 
Alcohol  and  drug  abuse  problems  among  the  elderly  appear  to  be  in¬ 
creasing.  Even  criminal  behaviors  have  been  observed  in  significant 
numbers . 

Although  medical  needs  of  the  elderly  have  been  met  to  a  con¬ 
siderable  extent,  their  emotional  and  psychological  needs  have  not 
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received  adequate  professional  and  governmental  attention.  It  has  been 
a  common  practice  among  professionals  to  neglect  the  emotional  needs 
of  older  persons.  The  coverage  of  psychological  services  for  the 
geriatric  population  under  medical  plans  is  extremely  limited.  Only  a 
small  percentage  (1.3%)  of  the  total  mental  health  care  fund  is  spent  in  North 
America  for  the  care  of  the  elderly  (Cohen,  1976;  Rombout,  1975).  In  fact,  a 
large  sum  is  spent  on  institutional  care  (nursing  homes,  mental  hos¬ 
pitals,  etc.).  There  are  very  few  facilities  in  the  community  for  the 
treatment  and  rehabilitation  of  the  psychologically  impaired  elderly, 
although  the  epidemiology  and  history  of  mental  disorders  of  later  life 
have  been  fairly  well  understood. 

In  spite  of  the  community  mental  health  movement  of  the  1960 ’s, 
and  the  introduction  of  the  Community  Mental  Health  Centre  Act  of  1963 
which  emphasized  the  access  of  mental  health  services  as  a  civil  right 
to  all  citizens,  underrepresentation  of  the  older  population  in  com¬ 
munity  mental  health  facilities  has  remained  unchanged.  Most  studies 
indicate  that  mental  hospitals  and  psychiatric  services  in  general  hos¬ 
pitals  are  still  primary  facilities  for  the  care  of  psychologically 
disturbed  elderly.  More  than  75%  of  the  elderly  are  living  in  nursing 
homes.  Community  mental  health  centers  and  out-patient  clinics  provide 
services  to  only  a  small  proportion  of  the  aged  population.  However,  a 
number  of  studies  have  emphasized  the  importance  of  community  based 
mental  health  services  (e.g.,  Bergman  et  al . ,  1978).  It  has  been  noted 
that  day  hospitals,  day  care  centers,  half-way  houses,  sheltered  work¬ 
shops,  mobile  home  services,  walk-in  clinics  and  social  and  recreational 
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facilities  are  better  alternatives  to  institutionalization  for  the  care 
of  the  elderly  population,  in  general,  and  the  elderly  with  psycho¬ 
logical  problems,  in  particular  (Cohen,  1976;  Goldstein,  1973). 

Perhaps  the  main  reason  for  the  unavailability  and  under¬ 
utilization  of  community  based  mental  health  services  by  the  elderly 
population  is  the  prevalence  of  negative  and  stereotypic  attitudes  of 
professionals  as  well  as  the  general  public  toward  old  people.  It  is 
obvious  that  development,  expansion  and  maintenance  of  adequate  mental 
health  programmes  for  the  aged  require  strong  community  support. 

The  present  research,  therefore,  examines  the  nature  of  community 
support  for  different  kinds  of  mental  health  services  for  the  elderly. 

The  study  also  measures  the  relationship  between  attitude  toward  older 
persons  and  type  of  service  orientation  for  the  care  of  the  mentally 
disordered  elderly. 

This  study  does  not  assume  that  all  older  persons  have  psycho¬ 
logical  problems  requiring  mental  health  services.  The  focus  of  this 
research  is  on  mental  health  services  for  that  segment  of  the  elderly 
population  which  suffers  from  some  form  of  psychological  disability. 
Community  preference  for  preventive  mental  health  services  has  been 
determined  in  the  present  research  for  those  in  the  65  year  and  over 
age  range  who  are  at  risk  for  mental  illness. 
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Purpose  of  the  Study 

The  main  purpose  of  this  research  is  to  study  community  pre¬ 
ference  for  mental  health  services  for  the  elderly.  An  attempt  was 
made  to  ascertain  the  type  and  nature  of  mental  health  facilities 
preferred  by  the  community  for  prevention,  treatment  and  rehabilitation 
of  the  psychologically  disturbed  elderly.  Specifically,  the  purpose 
of  this  study  was  to  determine  whether  the  public  prefers  preventive, 
after  care,  community  or  custodial  services.  In  addition,  the  study 
also  measured  community  attitudes  toward  older  people  in  order  to 
examine  the  relationship  between  attitudes  toward  older  persons  and 
preference  for  mental  health  services.  In  summary,  this  study  inves¬ 
tigated  the  following  topics: 

1 .  What  kind  of  mental  health  services  are  preferred  by  the 
community  members  to  deal  with  the  psychological  problems  of  the 
aged?  For  example,  do  they  prefer  custodial  care  or  community  based 
services? 

2.  What  attitudes  are  held  by  the  community  members  about  old 

persons? 

3.  Is  there  any  relationship  between  attitude  toward  the 
elderly  and  preference  for  the  type  of  mental  health  services? 

4.  Are  there  are  relationships  between  attitudes  toward  old 
persons,  preference  for  services  and  demographic  variables  such  as  age, 
sex,  education,  occupation,  social  class,  and  ethnic  background  of  the 
community  members? 
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Significance  of  the  Study  for  Community  Development 

A  major  objective  of  community  development  is  to  achieve  higher 
levels  of  economic,  political  and  personal-social  development  for  the 
underprivileged  members  of  the  society.  It  is  generally  recognized 
that  older  people,  particularly  in  western  societies,  are  underprivileged 
members  of  the  community.  They  are  treated  as  second  class  citizens  in 
everyday  living.  Older  persons  with  psychological  problems  are  further 
neglected  with  respect  to  their  needs  for  social  and  psychological  ser¬ 
vices.  The  fast  increasing  older  population  has  become  a  matter  of 
social  and  political  concern  for  the  community.  The  quality  of  com¬ 
munity  life  in  any  society  is  primarily  related  to  the  psychological 
well-being  of  the  members.  Hence,  there  is  an  urgent  need  for  expansion 
of  suitable  psychological  services  for  the  elderly  along  with  medical 
and  social  services.  Research  on  these  aspects  of  aging  has  important 
significance  for  the  community. 

In  order  to  develop  new  programmes  and  obtain  adequate  financial 
support  from  the  government,  it  is  important  to  assess  the  extent  of 
community  support  for  such  programmes.  In  this  research  project,  an 
attempt  has  been  made  to  determine  the  preference  of  the  public  for 
specific  mental  health  services  for  the  elderly.  Findings  of  this  study 
can  be  utilized  by  community  development  workers  in  establishing 
realistic  guidelines  for  the  expansion  of  existing  services,  development 
of  new  programmes  and  change  of  public  attitudes  in  desirable  directions. 

A  number  of  studies  on  attitudes  toward  the  elderly  have  been 
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conducted  in  the  United  States  and  other  European  countries.  A  few 
studies  have  also  been  reported  in  Canada.  However,  the  findings  of 
these  studies  are  not  completely  relevant  for  the  community  in 
Edmonton.  Most  studies  have  been  carried  out  in  well-established  metro¬ 
politan  communities.  But  Edmonton  is  a  young  and  fast  growing  city 
with  people  of  various  cultural  backgrounds.  Attitudes  of  the  com¬ 
munity  members  in  Edmonton,  therefore,  may  differ  significantly  from 
the  attitudes  of  people  in  more  well-established  communities. 

The  present  research,  therefore,  is  highly  significant  for 
community  development  dealing  with  old  people  who  exist  as  an  under¬ 
privileged  group  in  the  community.  The  findings  of  this  study  will 
be  helpful  to  community  development  workers  in  planning  and  implementing 
appropriate  programmes  for  rehabilitation  and  treatment  of  the  elderly 
with  psychological  problems.  Community  development  workers  can  also 
utilize  their  expertise  in  changing  public  attitudes  toward  older  mem¬ 
bers  of  the  community  for  the  purpose  of  prevention  of  psychological 
problems  in  the  rapidly  growing  population  of  the  elderly. 
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II.  REVIEW  OF  THE  LITERATURE 


1.  Epidemiology  and  Nature  of  Psychological 
Problems  in  the  Elderly 

It  is  difficult  to  obtain  precise  data  on  the  incidence  and 
prevalence  of  various  psychological  problems  of  later  life,  primarily 
because  of  the  lack  of  standardized  and  reliable  case  finding  tech¬ 
niques  and  assessment  methods  (Redick,  Kramer  S  Taube,  1973) .  Other 
problems  encountered  in  the  psychological  assessment  are  lower  expec¬ 
tations  and  lack  of  motivation  shown  by  the  elderly  (Kramer  $  Jarvick, 
1979;  Schaie,  1978) .  In  spite  of  the  methodological  limitations,  re¬ 
search  indicates  that  mental  problems  are  extensive  among  the  aged. 

Butler  and  Lewis  (1977)  report  that  at  least  3  million  or  15% 
of  the  elderly  in  America  have  some  form  of  mental  disorder  and  require 
mental  health  services.  Approximately  26%  of  the  older  population  in 
San  Fransisco  were  found  to  have  moderate  to  severe  psychopathology 
(Lowenthal  et  al.,  1967).  In  1970  about  125,000  persons  aged  65  years 
and  over  were  institutionalized  in  state  and  county  psychiatric  hos¬ 
pitals  of  America  (Kramer  et  al . ,  1973).  This  study  also  found  a 
small  number  of  the  aged  in  Veterans'  hospitals  (5,888)  and  in  private 
hospitals  (1,800).  Other  studies  have  estimated  that  a  large  number 
(70%  to  80%)  of  the  elderly  living  in  nursing  homes  suffer  from  mental 
disorder  (Busse  $  Pfeiffer,  1973;  Butler  5  Lewis,  1977). 

Kramer,  Taube  and  Redick  (1973)  examined  several  studies  of 
prevalence  rates  of  mental  illness  among  the  non-institutional ized 
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elderly  population.  They  noted  that  about  10%  to  20%  of  the  people 
aged  65  years  and  over  were  in  need  of  mental  health  services.  Similarly, 
Simon  (1974)  estimated  that  about  15%  to  25%  of  the  aged  living  in  the 
community  suffered  from  moderate  to  severe  mental  impairment. 

With  respect  to  the  nature  of  psychopathology  in  old  age,  Butler's 
(1975)  review  of  the  literature  suggests  that  the  rates  of  psychoses, 
functional  disorders  (especially  depression  and  paranoid  states)  as  well 
as  organic  brain  disorders  increase  steadily  after  the  age  of  60.  A 
large  number  of  studies  have  indicated  that  the  most  prevalent  and 
serious  mental  disorder  in  old  age  is  depression  (Busse  £  Pfeiffer, 

1978;  Butler  $  Lewis,  1977;  Epstein,  1976).  According  to  Dovenmuehle, 

Pee,  Reckless  and  Newman  (1978),  approximately  33%  of  60-year-olds  and 
over  suffer  from  some  form  of  depression.  Garland  (1976)  estimated 
that  2%  to  10%  of  the  relatively  healthy  elderly  living  in  the  community 
were  depressed  enough  to  require  clinical  attention.  As  for  the  specific 
type  of  depression,  several  studies  have  shown  that  psychotic  depres¬ 
sion  is  more  prevalent  in  age  60  or  over  (Garland,  1976;  Hendricks,  1977) . 

Among  other  serious  mental  disorders  of  old  age,  clear  evidence 
exists  in  the  literature  for  the  prevalence  of  paranoid  states,  hypo¬ 
chondriasis  and  organic  brain  syndrome.  However,  the  incidence  and  pre¬ 
valence  of  schizophrenia  in  old  persons  are  still  debatable  (Bergman, 

1975;  Carpenter,  1976).  Fish  (1960),  and  Roth  and  his  associates  (1972) 
found  that  10  to  16  per  cent  of  the  elderly  admitted  to  psychiatric  wards 
had  paranoid  symptoms.  More  than  50%  of  the  patients  in  the  old  age 
group  manifest  hypochondriachal  symptoms,  and  a  majority  of  them  are 
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women.  However,  it  may  be  noted  that  the  diagnosis  of  hypochondriasis 
is  often  confounded  by  real  health  problems  of  old  age  (Busse  § 
Pfeiffer,  1973;  Butler,  1975).  Organic  brain  syndrome  is  found  in 
10%  of  the  elderly  population  (Jolley  $  Arie,  1978).  Among  the  men¬ 
tally  impaired  elderly,  approximately  50  per  cent  have  organic  brain 
disorder  (Kramer,  Taube,  $  Redick,  1973).  But  some  clinical  studies 
suggest  that  10  to  20  per  cent  of  cases  of  organic  brain  syndrome  are 
reversible,  because  they  are  due  to  error  in  medication,  malnutrition, 
metabolic  imbalance  or  other  unspecified  causes  (Butler  §  Lewis,  1977; 
Libow,  1977). 

Perhaps  the  most  tragic  problem  of  the  elderly  is  suicide. 

The  incidence  of  successful  suicide  among  the  aged  is  considerably 
higher  than  in  any  other  age  group  (Busse  §  Pfeiffer,  1973;  Pfeiffer, 
1977).  In  1970,  the  suicide  rate  in  the  U.S.A.  for  the  total  popula¬ 
tion  was  11.6  per  100,000.  But  it  was  36.9  per  100,000  for  persons  in 
the  old  age  category  (Vital  Statistics,  1974) .  Thus  the  suicide  rate 
among  the  elderly  is  more  than  3  times  the  rate  for  other  age  groups. 

A  similar  trend  has  been  observed  in  European  countries  (Sainsbury, 
1962) .  Factors  such  as  depression,  social  isolation,  chronic  physical 
illness,  deteriorating  economic  conditions,  have  been  considered  to 
have  contributed  to  the  high  incidence  of  suicide  among  older  persons 
(Barraclough  et  al . ,  1974;  Bock  $  Webber,  1972;  Garland,  1976). 

Serious  problems  with  alcoholism  and  drug  abuse  have  been  ob¬ 
served  in  many  old  persons.  In  a  recent  survey  of  agencies  treating 
alcoholics,  18%  of  the  clientele  were  found  to  be  55  years  or  older 
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(Wood,  1978).  Two  Scandanavian  surveys  show  that  16%  of  the  alcoholics  belong 
to  the  60-69  age  group  (Essen-Moller ,  1956;  Hagnell,  1972).  A  sig¬ 
nificant  number  of  alcoholics  are  also  in  community  mental  health 
centers,  psychiatric  out-patient  clinics  and  mental  hospitals  (Gaitz 
6  Baer,  1971;  Redick  et  al . ,  1973).  Gram  (1961)  reported  at  least 
20%  of  nursing  home  residents  suffering  from  alcoholism.  Several 
studies  suggest  that  about  5  to  10  per  cent  of  psychologically  dis¬ 
turbed  elderly  have  problems  with  alcohol  (Busse  $  Pfeiffer,  1973; 

Daniel,  1972;  Gaitz  §  Baer,  1971). 

A  related  matter  of  concern  in  the  medical  profession  is  over 
use  and  misuse  of  drugs  by  older  persons  (Morrant,  1975;  Zimberg,  1974) . 
Bataden  (1974)  found  that  25%  of  all  prescribed  drugs  were  used  by  the 
elderly,  even  though  they  constitute  only  10%  of  the  American  popula¬ 
tion  . 

It  is  evident  from  this  selective  review  of  research  that  psycho¬ 
logical  problems  of  the  elderly  are  numerous  and  varied  in  nature. 

Effective  treatment  and  management  of  these  problems  will  necessitate 
improved  facilities,  specialized  services  and  trained  professionals. 

2.  Nature  of  Mental  Health  Services 

In  spite  of  noticeable  increase  in  psychological  problems  among 
the  elderly  population,  there  is  a  conspicuous  lack  of  mental  health 
services  specially  designed  for  older  persons.  This  situation  exists 
in  both  institutions  and  in  community  centers.  Active  treatment  pro¬ 
grammes  for  the  aged  are  found  only  in  a  few  mental  hospitals.  Mental 
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health  services  are  rare  in  nursing  homes  and  extended  care  centers. 
Thus,  the  majority  of  institutionalized  elderly  with  mental  disorder 
or  psychological  problems  do  not  receive  any  professional  mental  health 
service.  Instead,  they  are  given  mainly  custodial  and  social  care 
(Busse  6  Pfeiffer,  1973;  Butler,  1977).  Dr.  Butler  (1973)  predicts  that 
if  the  present  level  of  service  continues  in  the  1980's,  then  80%  of 
the  elderly  will  not  receive  any  kind  of  psychological  care.  It  is 
clear  that  there  is  an  urgent  need  for  mental  health  services  for  the 
growing  elderly  population. 

In  recent  years,  concern  for  the  welfare  of  elderly  citizens 
in  Canada  and  the  United  States  has  given  impetus  to  the  development 
of  various  mental  health  programmes.  These  new  services  and  facilities 
include  psychogeriatric  units  in  mental  hospitals  and  general  hospitals, 
extended  care  centres,  geriatric  day  hospitals  with  short-term  and  long¬ 
term  care  orientation,  geriatric  day  care  centres,  walk-in  clinics, 
meal-on-wheels,  outreach  services,  home  care  services,  and  comprehensive 
psychiatric  service  centres  (Busse  §  Pfeiffer,  1973;  Butler  §  Lewis, 
1977;  Goldstein,  1973;  Kramer  et  al . ,  1973).  Studies  have  shown  that 
all  these  services  are  effective  to  a  certain  extent  in  prevention, 
treatment  and  rehabilitation  of  the  elderly  with  psychological  problems 
(Flathman  6  Larson,  1976;  Goldstein,  1968;  Lipscomb,  1971;  Lawton  § 
Gottman,  1974) .  Although  there  are  few  comparative  studies  to  evaluate 
the  relative  effectiveness  of  various  psychogeriatric  programmes,  re¬ 
search  suggests  promising  outcomes  with  day  hospitals,  home  care  ser¬ 
vices,  out-patient  services  and  comprehensive  psychiatric  services. 
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These  services  are  discussed  here  briefly. 

Day  Hospitals 

The  beneficial  effects  of  day  hospitals  with  long-  and  short¬ 
term  care  orientation  have  been  confirmed  in  several  studies.  In 
England,  Baker  and  Byrne  (1977)  observed  day  hospitals  as  the  preferred 
area  of  treatment,  even  for  the  severely  disturbed  elderly.  The  rate 
of  admission  to  state  mental  hospitals  has  been  reduced  by  more  than  50% 
by  the  provision  of  short-term  treatment  facilities  in  day  hospitals 
(Baker,  1968;  Brody,  1967).  In  Alberta,  three  pilot  day  hospitals  were 
studied  by  Flathman  $  Larson  (1976)  who  found  them  more  useful  and  less 
costly  compared  to  any  long-term  institutional  care. 

Although  the  day  hospital  is  considered  a  better  alternative 
to  permanent  hospitalization,  it  has  several  limitations.  The  utiliza¬ 
tion  of  services  provided  by  day  hospitals  depends  upon  an  adequate  and 
well -organi zed  transportation  system.  Moreover,  the  elderly  must  have 
high  motivation  and  desire  to  receive  the  services.  Many  old  people  are 
confused  and  as  such  are  unable  to  utilize  day  hospitals.  Another  issue 
with  day  hospitals  is  the  range  of  services  available  to  the  elderly. 
Goldstein  and  his  associates  (1968)  noted  the  lack  of  facilities  in 
day  hospitals  for  the  treatment  of  confused  and  paranoid  older  persons. 
However,  they  concluded  that  a  comprehensive  programme  in  day  hospitals 
will  be  more  effective  in  meeting  the  rehabilitation  needs  of  a  large 
number  of  the  elderly. 

Emergence  of  geriatric  day  hospitals  is  a  recent  phenomenon  in 
the  United  States.  In  Canada,  day  hospitals  for  the  elderly  have  been 
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established  in  only  a  few  large  cities,  such  as  Montreal  and  Winnipeg. 

In  contrast,  geriatric  day  hospitals  were  started  in  Great  Britain 
in  the  1950's,  and  there  are  more  than  150  such  hospitals  at  the 
present  time  (Brocklehurst ,  1973) . 

Psychiatric  Home  Care  Services 

A  major  goal  of  geriatric  services  has  been  the  prevention  of 
permanent  institutionalization  of  the  elderly  population.  There  are 
two  main  programmes  in  psychiatric  home  care  service:  (1)  emergency 
care  for  those  who  are  suicidal,  and  (2)  on-going  therapy  for  those  who 
have  difficulty  in  coping  with  the  problems  of  old  age  (Butler  § 

Lewis,  1977) . 

In  England  and  other  European  countries,  home  care  services 
have  assumed  increasing  importance  in  the  community  service  system  for 
the  aged  (Rathbone  §  McCuan,  1976;  Raskin,  1973) .  There  are  very  few 
such  programmes  in  Canada  and  the  United  States,  although  a  conservative 
estimate  by  Brody  (1973)  suggests  that  one  out  of  three  mentally  dis¬ 
turbed  elderly  need  psychological  services  at  home. 

Out-Patient  Services 

Mental  health  services  for  the  elderly  living  in  the  community 
are  extremely  inadequate.  Only  3%  of  the  mentally  impaired  elderly 
attend  out-patient  clinics  attached  to  hospitals,  and  2-s  are  in  psychia¬ 
tric  clinics  of  community  mental  health  centres  (U.S.  DHEW,  1976). 
Similarly,  Butler  points  out  that  only  2%  of  a  psychiatrist's  time  in 
private  practice  is  given  to  the  elderly. 
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Comprehensive  Mental  Health  Service 

Perhaps  the  best  facility  to  provide  out-patient  care  as  well 
as  other  required  psychological  services  is  a  comprehensive  community 
mental  health  centre.  A  comprehensive  programme  which  offers  medical, 
social,  psychological,  financial,  recreational  and  rehabilitation  ser¬ 
vices  has  been  found  most  effective  in  dealing  with  the  whole  range  of 
mental  disorders  in  the  elderly  without  institutionalization  (Goga, 

1977;  Kobrynski,  1968;  Simon,  1968). 

Underrepresentation  of  the  elderly  population  among  the  clients 
of  community  mental  health  centers  may  be  due  to  "discrimination” 
against  the  aged,  as  suggested  by  Patterson  (1976) .  But  in  fact,  most 
community  mental  health  centres  do  not  have  preventive  and  after-care 
services  for  the  elderly  (Stotsky,  1973) . 

Inappropriateness  of  Services 

A  valid  criticism  of  the  existing  mental  health  services  is 
that  they  are  not  oriented  toward  the  needs  of  the  older  population. 
Traditional  approaches  to  treatment  and  management  must  be  changed  in 
order  to  accommodate  the  unique  personal  and  social  needs  of  the  elderly 
(Lebray,  1979).  Skeleton’s  (1977)  study  in  England  also  found  that 
needs  of  the  elderly  are  overlooked  by  health  and  welfare  services. 

It  appears  that  mental  health  professionals  believe  in  the  idea 
of  "providing  services"  rather  then  "designing  services"  according  to 
the  needs  of  the  population  (Gatz  et  al.,  1980). 

Lack  of  Trained  Professionals 


The  lack  of  psychological  services  for  the  aged  may  also  be  due 
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to  the  scarcity  of  trained  professionals.  At  the  present  time,  there 
are  very  few  geriatric  clinicians  in  the  United  States,  and  they  are 
non-existent  in  Canada.  The  demand  for  professionals  in  this  field  is 
expected  to  be  enormous  in  the  near  future.  Kramer  et  al . ,  (1973) 
estimate  that  more  than  90,000  professional  psychologists  are  needed 
to  serve  the  geriatric  population,  whereas  only  44,800  are  probably 
working  in  the  field  at  the  present  time.  Others  have  estimated  the 
need  for  professionals  more  conservatively.  Lindsey  (1977)  and 
Birren  and  Sloane  (1977)  believe  that  more  than  2,000  geriatric  clini¬ 
cians  will  be  needed  within  the  next  10  years.  This  overdemand  and 
undersupply  situation  will  also  apply  to  psychiatrists,  social  workers, 
and  nursing  staff. 

High  Cost 

Underutilization  of  mental  health  services  by  the  elderly  has 
been  explained  in  terms  of  high  cost  (Gatz,  1974) .  Medicare  systems 
in  both  Canada  and  the  United  States  provide  only  limited  coverage  of 
psychological  services.  However,  some  researchers  believe  that  in¬ 
creased  funding  of  psychogeriatric  programmes  will  not  necessarily 
improve  the  situation.  Instead,  the  elderly  should  be  actively  involved 
in  the  design,  planning,  modification  and  evaluation  of  the  existing 
mental  health  services. 

Utilization  Pattern  of  Mental  Health  Services 

Institutional  Care 

The  community  mental  health  movement  of  the  1960’s  in  America 
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put  gi eat  emphasis  on  deinstitutionalization  of  psychologically  dis¬ 
turbed  persons.  However,  most  studies  indicate  that  mental  hospitals 
and  psychiatric  wards  of  general  hospitals  are  still  primary  facilities 
for  the  care  of  psychologically  impaired  elderly  (Busse  $  Pfeiffer, 

1973;  Butler,  1977,  Lowenthal  et  al . ,  1967;  Kramer,  1969).  In  1970, 
about  1  million  old  persons  in  the  United  States  were  in  some  kind  of 
mental  institution,  such  as  state,  county,  veterans'  and  private  hos¬ 
pitals  (Butler,  1977;  Fredrickson,  1977;  Frankfather,  1977,  Kaplan, 

1979;  Kramer,  1969) .  The  patients  who  are  65  years  or  over  constitute 
20%  of  the  population  of  mental  hospitals  in  the  United  States  (DH  SS, 

1975) . 

Institutionalization  of  older  people  in  Canada  is  significantly 
higher  than  that  in  most  industrialized  countries  of  the  world.  About  9% 
of  Canadians  over  the  age  of  65  years  are  in  institutions  in  contrast 
to  about  5%  to  6%  in  Great  Britain  and  the  United  States  (Tesher,  1976) . 

Within  Canada,  Alberta  has  the  highest  percentage  of  senior  citizens  in  various 
institutions  (Peto,  1980).  Englemann  and  Harper  (1978)  report  that  12% 
of  65-year-olds  and  25%  of  75-year-olds  are  institutionalized  in  Alberta. 
Within  the  city  of  Calgary,  a  similar  study  found  that  the  public  thinks 
of  institutional  placement  spontaneously  when  a  person  reaches  old  age, 
regardless  of  his/her  mental  and  physical  conditions  (Peever,  1974) . 

The  deinstitutionalization  movement  in  America  since  1960  may 
be  credited  for  some  reduction  in  the  admission  of  older  persons  in 
state  hospitals.  However,  the  admission  rate  of  the  elderly  with  psycho¬ 
logical  problems  has  increased  in  nursing  homes.  Pfeiffer  (1977) 
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believes  that  almost  80%  of  the  aged  living  in  nursing  homes  have  some 
form  of  mental  problem.  Berezin's  (1970)  study  indicates  the  presence 
of  chronic  brain  syndrome  and  other  serious  psychopathology  in  87%  to 
90^  of  the  elderly  residents  in  nursing  homes.  Several  European  studies 
also  report  high  prevalence  rates  of  mental  disorders  in  elderly  nursing 
home  residents  (Ciompi,  1966) . 

In  spite  of  the  fact  that  a  large  number  of  nursing  home  resi¬ 
dents  suffer  from  serious  mental  problems,  they  receive  little  or  no 
professional  mental  health  service.  Winn  and  Kessler  (1974)  reported 
that  95%  of  nursing  homes  did  not  have  any  psychologist  on  staff,  and 
only  25%  had  social  workers.  The  authors  further  noted  that  the 
nursing  home  staff  were  inadequately  trained  to  deal  with  the  psycho¬ 
logical  problems  of  the  elderly  residents.  They  were  mostly  given 
tranquilizers  to  control  their  behavior  (Glosscote  et  al.,  1976). 

Another  controversial  issue  among  professionals  is  the  practice 
of  transferring  older  mental  patients  from  mental  hospitals  to  nursing 
homes,  particularly  when  there  is  no  provision  for  mental  health  ser¬ 
vice  in  nursing  homes  (Feldman,  1974;  Khazzji  et  al . ,  1974).  Many 
researchers  consider  nursing  homes  as  mini  hospitals  with  the  same  dis¬ 
abling  effects  as  is  the  case  with  mental  hospitals.  The  nursing  home 
industry  has  become  a  good  profitable  business  for  many  rich  people 
(Butler  §  Lewis,  1973) .  Insofar  as  the  aged  mental  patients  are  con¬ 
cerned,  the  community  mental  health  movement  has,  in  fact,  produced  a 
paradoxical  increase  in  custodial  care  in  nursing  homes. 

Mental  Health  Services  in  the  Community 

Precise  information  about  the  utilization  pattern  of  community 
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based  mental  health  services  by  the  elderly  population  is  unavailable 
in  both  Canada  and  the  United  States.  However,  studies  in  this  area 
clearly  suggest  that  a  very  small  percentage  of  the  elderly  make  use 
of  available  resources  in  the  community.  Kramer,  Taube  and  Redick 
(1973)  reviewed  the  admission  rate  of  people  over  65  years  in  psychia¬ 
tric  facilities  and  concluded  that  a  very  small  number  actually  received 
community  psychiatric  care.  Only  2%  of  the  clients  in  the  65-year 
and  over  age  category  used  out-patient  clinics.  The  researchers 
further  noted  that  only  4%  of  the  elderly  utilized  the  services  of 
community  mental  health  centers.  Thus,  the  number  of  persons  seeking 
out-patient  care  declines  with  increasing  age.  A  similar  pattern  has 
been  reported  by  Kahn  (1975)  who  found  only  3%  of  the  elderly  utilizing 
out-patient  services. 

Overview 

The  fact  that  the  elderly  suffer  from  a  variety  of  psychological 
problems  has  been  well-documented  in  the  geriatric  literature.  However, 
the  present  mental  health  system  is  mainly  oriented  toward  the  treatment 
of  acute  episodes  of  mental  illness  through  hospitalization  in  mental 
hospitals  or  in  psychiatric  wards  of  general  hospitals.  In  the  case 
of  chronic  mental  problems,  the  most  common  practice  appears  to  be 
placement  of  the  elderly  in  nursing  homes.  Even  those  who  are  initially 
admitted  to  mental  hospitals  are  frequently  transferred  to  nursing  homes. 
Unfortunately,  professional  care  is  non-existent  in  nursing  homes  be¬ 
cause  usually  they  do  not  have  mental  health  professionals  on  staff. 

The  institutionalization  pattern  clearly  indicates  that  a 
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custodial  care  philosophy  for  the  aged  is  still  prevalent.  In  fact, 
mental  health  problems  of  the  elderly  have  been  ignored  so  much  that  for 
many  older  persons  institutionalization  is  the  only  practical  alterna¬ 
tive.  This  fact  suggests  that  provision  for  early  utilization  of  mental 
health  services  must  be  made  within  the  community.  In  addition  the 
professional  interest  should  be  more  on  preventive  and  after-care 
services  than  on  treatment  or  custodial  care. 

It  should  be  noted  that  in  recent  years  both  the  government 
and  the  public  have  become  interested  in  the  problems  of  the  elderly. 
Because  of  increased  government  funding,  professional  interest  and  public 
support,  improved  facilities  for  mental  health  problems  of  the  elderly 
are  being  developed  in  both  Canada  and  the  United  States.  These  geria¬ 
tric  facilities  are  community  oriented  and  attempt  to  help  the  elderly 
live  independently  and  with  dignity.  However,  continual  funding  for 
geriatric  research  is  necessary  in  order  to  understand  the  interactions 
between  personality  factors,  physical  conditions,  economic  trends  and 
sociocultural  factors.  Finally,  all  new  and  traditional  mental  health 
programmes  for  the  elderly  must  be  evaluated  regularly  so  that  com¬ 
prehensive  mental  health  service  programmes  can  eventually  be  established. 

A  comprehensive  approach  to  the  treatment  of  older  persons, 
according  to  Zarit  (1980),  should  include  (1)  accommodation  services 
(i.e.,  housing)  for  the  physical  maintenance  of  the  elderly,  (2)  clinical 
services  (eg.  therapeutic  programmes),  and  (3)  life  enhancing  and  pre¬ 
ventive  services.  Since  older  persons  are  prone  to  a  combination  of 
medical  and  psychological  problems,  the  comprehensive  approach  for  the 
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prevention,  treatment  and  rehabilitation  is  likely  to  be  effective. 

3 .  Attitudes  Toward  Old  Age  and 
Old  Persons 

Historical  and  Cultural  Perspective 

Historically,  public  attitudes  toward  old  age  and  older  persons 
in  the  Western  culture  have  been  generally  ambivalent.  Simone  de 
Beauvoir  (1972)  presents  an  interesting  comparison  between  the  view¬ 
points  of  Plato  and  Socrates  on  one  hand,  and  Aristotle  on  the  other. 

Both  Plato  and  Socrates  had  positive  attitudes,  whereas  Aristotle  had 
extremely  pessimistic  notions  about  old  people.  Plato  believed  that 
body  and  soul  were  not  subject  to  the  same  forces  of  decline.  Physical 
aging  of  the  body  produces  freedom  of  mind  in  order  to  engage  in  more 
positive  and  higher  level  of  thinking  and  work.  Plato  also  believed 
that  only  people  over  age  50  were  capable  enough  to  run  the  affairs 
of  the  state.  According  to  Socrates,  young  people  could  only  learn 
through  the  company  of  older  persons.  In  contrast,  Aristotle  believed 
that  men  advanced  only  up  to  the  age  of  50  after  which  there  was  deterior¬ 
ation  in  both  mental  and  physical  abilities.  He  further  stated  that  the 
elderly  lived  more  in  the  past  and  possessed  little  hope  for  the  future. 
Such  a  negative  view  on  aging  seems  to  be  prevalent  in  present-day 
thinking  as  well.  Older  persons  are  generally  undervalued  because  they 
are  believed  to  have  diminished  capacity  to  produce. 

Ansello  (1977)  has  examined  values  and  attitudes  toward  the 
elderly  during  the  course  of  Western  civilization.  He  finds  that  values 
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by  which  old  people  are  evaluated  and  attitudes  most  closely  related 
to  those  values  have  not  changed  significantly  from  the  ancient  Greek 
society  to  the  modern  society.  What  has  changed  noticeably  is  the 
number  of  old  people  with  healthy  and  productive  lives.  Therefore, 
more  and  more  old  persons  are  likely  to  be  affected  by  negative  public 
attitudes . 

Attitudes  toward  old  people  vary  from  culture  to  culture. 
Cultural  norms  and  values  determine  the  ways  in  which  old  age  and  the 
elderly  are  perceived  by  the  general  population.  These  factors  also 
influence  the  self-concept  of  old  people  as  well  as  their  own  percep¬ 
tions  of  old  age.  In  general,  traditional,  primitive  and  agricultural 
societies  where  the  extended  form  of  family  is  prevalent,  old  age  and 
older  people  are  respected  and  valued  for  their  accumulated  knowledge 
and  wisdom.  They  exert  a  great  deal  of  power  and  influence  in  the 
family  as  well  as  in  the  community. 

By  way  of  contrast,  in  the  Western  culture  rapid  social  and 
technological  changes  have  drastically  reduced  the  influence  and  status 
of  older  persons.  Since  the  production  of  material  goods  and  services 
is  the  central  feature  of  the  contemporary  Western  societies,  old  age 
has  become  a  liability.  A  person’s  worth  is  measured  in  terms  of  his 
present  competitive  work  performance  rather  than  experience  or  past 
contributions.  Such  values  and  norms  have  taken  away  the  traditional 
role  and  status  from  the  elderly.  Old  people  have  lost  virtually  all 
prestige  and  power  in  the  community.  They  are  generally  considered  as 
useless  members  of  the  society  because  of  a  decline  in  their  ability 
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to  make  a  meaningful  contribution  to  the  society.  In  fact,  older  per¬ 
sons  are  seldom  treated  as  persons  with  individual  identities,  personal 
needs,  feelings  and  emotions.  This  impersonal  public  atittude  is  closely 
reflected  in  the  lack  of  appropriate  care  facilities  available  for  the 
elderly  in  the  community.  Atcheley  (1972)  presents  a  realistic  picture 
of  old  age  and  older  people  in  Western  society: 

From  a  purely  practical  point  of  view  old  age  itself  is  a 
stigma  ....  By  far  the  most  important  aspect  ...  is 
its  negative,  disqualifying  character.  On  the  basis  of  their 
age,  older  people  are  usually  relegated  to  a  position  in  so¬ 
ciety  in  which  they  are  no  longer  judged  to  be  of  any  use  or 
importance.  Like  most  other  expendable  elements  in  society, 
older  people  are  subjected  to  poverty,  illness  and  social  iso¬ 
lation  (p.  14)  . 

It  is  well-documented  in  the  research  literature  that  most  com¬ 
munity  members,  professionals  and  para  professionals  hold  negative  and 
stereotypic  attitudes  toward  old  age  and  older  people.  Dr.  Butler  (1975), 
an  overt  critic  of  the  status  of  older  people  in  society,  has  used  a 
general  term,  "ageism",  to  describe  existing  prejudices  and  sterotypes 
on  the  basis  of  age  alone.  He  explains  that  ageism  like  racism  and 
sexism  is  a  whole-sale  discrimination  against  all  members  of  a  category 
who  are  separate  from  other  members  of  the  population  on  the  basis  of 
certain  physiological  characteristics.  Like  racism  and  sexism,  ageism 
also  hinders  individual  growth  and  uniqueness.  Moreover,  ageism  appears 
in  more  covert  forms.  Lack  of  sufficient  social  security  allowance, 
inadequate  health  care  facilities,  and  the  belief  that  those  over  sixty 
do  not  benefit  from  psychotherapy  are  some  examples  of  subtle,  or  in 
some  cases  not  subtle,  consequences  of  old  age.  Ageism  is  present  in 
the  myth  which  perpetuates  the  belief  that  the  elderly  are  somehow 
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different  from  our  present  and  future  selves,  and  as  such  they  do  not 
have  the  same  desires,  concerns  and  fears.  Ageism  can  also  be  attri¬ 
buted  to  the  emphasis  given  by  the  Western  culture  on  productivity  and 
technological  expertise.  Prejudice  and  negative  attitudes  toward  older 
people  may  also  be  an  attempt  by  the  younger  generation  to  shield  them¬ 
selves  from  the  inevitable  fact  of  their  own  aging.  Ageism  also  provides 
avenues  to  avoid  dealing  with  social  and  economic  problems  arising  from 
the  increasing  population  of  older  persons.  This  also  provides  justi¬ 
fication  for  the  removal  of  the  elderly  from  the  job  market  at  a  speci¬ 
fied  age  without  adequate  compensation.  As  Dr.  Butler  (1977)  explains, 
"Ageism  is  the  sacrifice  of  older  people  for  the  sake  of  'productivity' 
and  the  youth  image  that  the  working  world  feels  compelled  to  project 
(p.  141)". 

Public  Attitudes 

Public  attitudes  toward  old  people  have  been  found  to  be  highly 
negative  in  a  number  of  studies  (Harris  et  al . ,  1975;  McTavis,  1971; 

Riley  $  Foner  1968;  Signori  et  al . ,  1977).  Also,  it  has  been  observed 
that  the  public  has  specific  myths  and  beliefs  about  old  people  which 
most  likely  give  rise  to  negative  attitudes  (Butler,  1975,  Harris  et 
al.,  1975;  Hess,  1974;  Payne  $  Whittington,  1976).  In  order  to  under¬ 
stand  the  source  of  negative  attitudes  in  the  general  population,  re¬ 
searchers  have  focused  upon  stereotyping  of  the  elderly  rather  than 
specific  attitudes.  Old  people  are  usually  judged  and  evaluated  on  the 
basis  of  distinctive  stereotypic  beliefs  (Bringmann  et  al.,  1968;  Eisdorfer, 
1966;  McTavish,  1971;  Seltzer  S  Atchley,  1975).  For  example,  older 
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people  are  perceived  as  "foreign  class  of  object"  specially  by  young 
people,  which  leads  to  more  generalized  stereotypes  (Bengston,  1971; 
McTavish,  1971;  Riley  $  Foner,  1968). 

Attempts  have  been  made  to  identify  these  myths  and  stereo¬ 
types  about  older  persons  among  the  general  public.  Butler  (1975) 
observes  five  general  myths  underlying  stereotypic  beliefs  about  old 
age.  These  are:  (1)  myth  of  resistance  to  change,  (2)  myth  of  unpro¬ 
ductiveness,  (3)  myth  of  tranquility,  (4)  myth  of  senility,  and  (5) 
myth  of  chronological  aging.  These  myths  and  associated  stereotypes 
have  been  noted  by  other  researchers  as  well. 

The  public  feels  that  older  people  resist  any  kind  of  change 
in  society.  They  are  not  able  to  adapt  to  social  changes  that  are  always 
occurring  in  a  dynamic  society  (Harris,  1975;  McTavish,  1977) .  Even  the 
elderly  themselves  believe  that  they  are  unadaptable  to  change  (Harris, 
1975;  Riley  6  Foner,  1968,  Kirkpatrick,  1976).  Harris  et  al .  (1975) 
and  McTavish  (1971)  also  noted  the  general  belief  that  older  persons 
are  uninvolved  and  do  not  contribute  anything  to  society.  In  the 
studies  of  Harris  (1975),  and  Riley  and  Foner  (1986),  old  age  was 
viewed  as  a  period  of  serenity,  tranquility  and  peacefulness  by  most 
people.  This  was  considered  a  time  to  relax  and  enjoy  life  rather  than 
being  involved  in  social  and  family  affairs.  This  view  projects  com¬ 
plete  isolation  of  older  persons  from  the  mainstream  of  the  society. 

The  myth  of  "senility"  appears  to  be  common  among  the  general 
public.  The  older  person  is  characterized  as  forgetful  and  confused 
with  a  short  attention-span.  However,  Butler  (1975)  points  out  that 
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there  is  no  definite  medical  condition  called  '’senility”.  What  has 
happened  is  that  natural  human  responses  to  the  problems  of  the  elderly, 
such  as  grief,  depression  and  anxiety  are  lumped  together  under  the 
concept  of  senility.  These  natural  responses  are  then  explained  as 
due  to  the  process  of  aging  (Eisdorfer  §  Altrocchi,  1961). 

Perhaps  the  most  damaging  stereotype  is  related  to  the  myth 
of  chronological  aging.  As  a  person  grows  older,  he  begins  to  show  a 
decline  in  mental  and  physical  abilities.  Thus,  at  a  certain  age, 
all  persons  are  expected  to  show  signs  of  old  age  in  their  thinking 
and  behavior.  The  typical  retirement  age  of  60-65  years  is  a  manifes¬ 
tation  of  the  public  belief  that  those  who  are  60  and  over  are  not  capable 
of  being  as  productive  as  people  who  are  younger  in  age.  According  to 
Harris  (1975),  about  half  of  the  population  of  the  United  States  be¬ 
lieved  that  the  onset  of  old  age  was  related  to  chronological  age. 

This  stereotype  is,  in  fact,  based  upon  an  unsubstantiated  belief  in 
the  biological  aging  process  (Ansello,  1977). 

Researchers  have  also  identified  a  variety  of  stereotypes  about 
the  aged.  Riley  and  Foner  (1968)  report  that  both  young  and  old  believe 
elderly  persons  to  have  more  enduring  friendships,  and  show  less  interest 
in  sex.  They  are  also  viewed  as  old-fashioned  and  rigid.  A  compre¬ 
hensive  review  of  the  literature  by  McTavish  (1971)  reveals  many  speci¬ 
fic  stereotypic  beliefs  about  the  elderly.  The  public  believes  that 
old  persons  are  generally  ill,  tired,  forgetful,  mentally  slower,  less 
able  to  learn  new  tasks  and  unproductive.  They  are  also  perceived  as 
grouchy,  unmotivated,  disinterested  in  sex,  isolated,  withdrawn  and 


,.j  -  *  .  .o',o  ..  -•<  '•  •  -uJsi»boiq  e*  *■>*•* 


- 


27 


depressed.  It  is  interesting  to  note  similar  attitudes  and  stereotypes 
among  common  people  in  more  recent  investigations  (Brubaker  5  Power, 
1976;  Eisdorfer,  1975;  Hess,  1974) . 

In  conclusion,  the  elderly  are  constantly  evaluated  along  many 
dimensions  by  various  members  of  the  society.  These  evaluations  are 
mostly  negative.  There  are  many  myths  and  stereotypes  about  old  age  and 
older  persons.  Perhaps  the  most  damaging  myth  is  that  physical  and 
mental  capacities  must  show  progressive  deterioration  as  a  result  of 
the  biological  process  of  aging.  It  is  natural  that  such  unfavorable 
evaluations  will  make  the  elderly  an  unwelcome  segment  of  the  society. 

By  and  large,  the  public  is  least  concerned  with  their  quality  of  life. 

The  situation  is  best  summarized  by  Skelton  (1980) : 

The  attitudes  and  approaches  of  others  towards  the  older  indivi¬ 
dual  largely  dictate  his  or  her  self-image;  this  in  turn  deter¬ 
mines  the  senior’s  attitude  and  behavior  towards  others.  It 
must  be  remembered  that  one's  attitude  towards  our  elderly 
patients  will  have  a  great  impact  upon  their  prognosis  and  may 
greatly  affect  the  outcome  of  treatment  programmes  (Skelton, 

1980,  p.  527). 

Professional  Attitudes 

Since  attitudes  determine  feelings  and  actions,  it  is  important 
to  examine  the  attitudes  of  all  those  who  are  associated  with  old  per¬ 
sons  in  the  planning,  implementation  and  delivery  of  health  care  ser¬ 
vices.  A  diverse  group  of  people  ranging  from  general  practitioners, 
psychiatrists,  psychologists,  social  workers,  nurses  and  administrators 
to  aides,  orderlies  and  cleaning  staff  are  involved  in  the  management  of 
old  persons  within  institutional  settings.  Their  attitudes  are  re¬ 
flected  in  the  kind  of  care  and  management  given  to  the  elderly. 
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The  attitudes  of  health  care  workers  are  likely  to  influence 
the  self-esteem  and  self-worth  of  the  aged  (More,  1977).  In  fact,  it 
is  recognized  that  proper  professional  attitudes  are  essential  in  order 
to  promote  independence  and  self-sufficiency  among  older  persons  living 
in  institutions.  Even  when  an  old  person  lives  independently  or  with 
his  family,  he  has  to  interact  with  physicians,  lawyers  and  administra¬ 
tors  of  government  agencies  for  a  variety  of  services.  Therefore,  his 
personal  approach  to  life  and  his  ability  to  handle  everyday  problems 
will  be  influenced  by  the  attitudes  and  opinions  of  these  significant 
persons  of  the  society.  Brubaker  and  Powers  (1976)  have  shown  that 
self  perception  of  the  elderly  has  a  significant  effect  on  their  mental 
health  and  behavior. 

There  is  a  conspicuous  lack  of  studies  concerning  attitudes  of 
professionals  and  paraprof essionals  with  respect  to  the  aged.  This 
deficiency  is  particularly  noticeable  in  Canada  where  professional 
interest  in  gerontology  and  geriatric  problems  has  started  only  re¬ 
cently.  The  problem  of  attitudes  assumes  greater  significance  in  the 
training  programmes  for  health  care  workers.  Since  health  care  workers 
come  from  the  general  population,  they  are  likely  to  bring  old  attitudes 
and  stereotypes  about  the  elderly.  Negative  and  patronizing  attitudes 
will  certainly  hinder  the  effectiveness  of  service  programs  (Alfano, 

1975;  Futrell  $  Jones,  1977).  Also,  the  geriatric  patients  are  not 
likely  to  cooperate  with  the  workers  who  possess  biased  attitudes 
toward  them.  Henry  (1968)  has  noted  the  low  level  of  interest  in  the 
elderly  among  therapists  which  makes  it  difficult  to  change  the  elderly. 
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In  recent  years,  professional  workers  in  the  field  of  geron¬ 
tology  have  become  increasingly  aware  of  the  fact  that  the  public  has 
generally  negative  attitudes  toward  the  elderly.  Lack  of  public  sup¬ 
port  for  service  facilities  for  the  aged  beyond  the  minimum  required  is 
believed  to  be  primarily  due  to  the  public’s  negative  attitudes. 
Similarly,  negative  professional  attitudes  may  be  responsible  for  the 
lack  of  appropriate  treatment  programmes  for  geriatric  patients,  even 
when  necessary  resources  are  available  in  the  institution. 

Negative  professional  attitudes  toward  the  elderly  can  be 
traced  back  to  Freud  (1904)  who  believed  that  older  persons  are  not 
suitable  for  psychoanalysis.  Psychiatric  disorders  of  the  aged  group 
were  mainly  diagnosed  as  ’’chronic  brain  syndrome”  which  was  irreversible 
and  could  not  be  treated.  In  fact,  these  views  are  still  prevalent 
among  mental  health  professionals.  Gibson  (1970)  observed  that  psychia¬ 
trists  are  still  pessimistic  about  treatability  of  older  persons.  He 
studied  138  older  patients  over  the  age  of  65  years  who  were  in  a  private 
hospital  for  a  period  of  three  years  or  more.  He  found  that  although 
prognosis  was  considered  poor  in  80%  of  the  cases,  yet  60%  of  them  were 
discharged  from  the  hospital  within  90  days.  Finel  (1978)  found  that 
56%  of  the  psychiatrists  did  not  see  any  patients  over  age  65  in  their 
practice  and  those  who  saw  only  2%  of  their  practice  time  was  spent  on 
the  elderly  patients.  Busse  and  Pfeiffer  (1973),  and  Butler  (1973) 
also  observed  the  same  trend  among  psychiatrists.  Dr.  Gustave  Gingeras 
(1976)  has  indicated  that  doctors  often  pay  little  attention  to  diseases 
in  older  patients  because  they  believe  them  to  be  part  of  the  normal 
process  of  aging. 
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The  general  belief  held  by  professionals  is  that  older  people 
are  incapable  of  change,  therefore,  it  is  a  waste  of  time  and  com¬ 
munity  resources  to  rehabilitate  and  treat  them.  Medical  work  with 
the  elderly  is  much  less  rewarding  and  provides  little  satisfaction 
(Butler,  1977,  Busse  §  Pfeiffer,  1973) .  Gruber  (1977)  describes  that 
medical  care  of  aged  patients  in  the  United  States  is  characterized  by 
negativism,  defeatism  and  professional  antipathy.  In  response  to  a 
recent  circular  (Brooke,  1973),  many  psychiatrists-in-training  indicated 
that  they  would  rather  emigrate  than  practice  psychogeriatrics.  Several 
reasons  for  the  dislike  of  geriatric  medicine  were  identified  in  a  sur¬ 
vey  conducted  by  Gruber  (1977) .  Most  respondents  felt  that  geriatric 
training  was  depressing,  difficult,  not  challenging,  less  rewarding,  less 
prestigeous  and  unpleasant  then  traditional  training.  Dr.  Louis  Lasagna 
identifies  negative  attitudes  toward  the  aged  as  a  major  obstacle  to 
optimal  care  of  the  elderly  patients  (Riley,  Riley  £  Johnson,  1969) . 
Solomon  and  Vickers  (1977)  explain  that  negative  attitudes  of  health 
professionals  are  mainly  responsible  for  the  underavailability  of  ser¬ 
vices  for  the  elderly.  However,  several  studies  suggest  that  negative 
attitudes  of  health  professionals  are  over  emphasized  (Brubaker  5 
Power,  1976,  Seltzer,  1977;  Seltzer  §  Atchley,  1971). 

Solomon  and  Vicker  (1977)  examined  the  attitudes  of  medical 
students  and  staff  working  with  the  elderly  in  comparison  with  a  con¬ 
trol  group.  They  did  not  find  any  differences  in  the  attitudes  of  the 
two  groups  toward  old  people.  The  stereotypic  attitudes  were  held  in 
approximately  the  same  proportion  in  all  groups.  However,  differences 
were  noted  in  the  sub-groups.  It  was  found  that  geriatric  students  had 
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more  positive  attitudes  than  students  from  other  areas.  Futrell  and 
Jones  (1977)  in  their  survey  of  physicians,  social  workers  and  nurses 
found  that  physicians  had  a  slightly  positive  overall  view  of  older 
people.  Thus,  it  is  not  completely  accurate  to  make  a  general  assump¬ 
tion  that  all  medical  professionals  have  negative  attitudes  toward 
aged  patients.  However,  most  studies  do  suggest  that  a  large  majority 
of  professionals  hold  negative  atittudes. 

The  stereotypic  attitudes  of  the  professionals  are  particularly 
detrimental  to  the  mental  health  programmes  and  the  availability  of 
social  services  for  the  elderly.  Stereotypes  prevent  understanding 
of  the  personal  problems  of  the  elderly  patients  (Alfano,  1975) . 

Fletcher  (1972)  states  that  a  majority  of  health  problems  of  the 
elderly  are  disposed  of  by  saying  "what  do  you  expect  at  your  age?". 
Solomon  and  Vickers  (1977)  noted  that  the  main  effect  of  the  stereotype 
which  considers  all  old  persons  as  belonging  to  a  homogeneous  group  is 
that  the  doctors  tend  to  use  a  standardized  procedure  for  dealing  with 
the  problems  of  the  elderly.  Another  tendency  among  medical  profes¬ 
sionals  is  to  recommend  nursing  homes  or  other  institutional  and  cus¬ 
todial  care.  Kosberg  and  Gorman  (1975)  found  a  correlation  between 
the  custodial  care  of  the  elderly  in  an  institution  and  negative  atti¬ 
tudes  of  administrative  staff. 

Attitudes  of  the  Elderly 

As  noted  earlier  a  large  majority  of  people  have  negative  atti¬ 
tudes  toward  old  age  and  believe  that  aging  causes  a  significant  decline 
in  the  ability  to  make  any  meaningful  contribution  to  the  society.  This 
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cultural  norm  is  also  reflected  in  the  way  in  which  older  persons  and 
old  age  are  perceived  by  the  elderly  themselves.  The  ageist  attitude 
of  the  community  members  appears  to  be  responsible  for  the  self-hatred 
and  low  self-esteem  commonly  found  among  aged  persons  (Brubaker  $  Power, 
1976;  Skelton,  1980) . 

Studies  have  shown  that  older  persons  who  are  under  institutional 
care  develop  more  negative  views  about  themselves  through  constant  inter¬ 
action  with  staff  members  who,  in  general,  hold  de-personalizing  atti¬ 
tudes  toward  the  elderly  (Solomon  $  Vickers,  1977) .  Romaniuk,  Hayer 
and  Romaniuk  (1977)  noted  that  negative  staff  expectations  lead  to 
"regressive  behavior"  among  the  elderly. 

These  findings  suggest  that  negative  attitudes  toward  old  age 
and  older  people  acquired  in  young  age  do  not  change  much.  Acceptance 
of  negative  views  about  old  age  and  old  people  by  the  elderly  them¬ 
selves  is  a  great  hinderance  in  the  development  of  adequate  health  care 
facilities.  The  attitudes  of  the  elderly  must  change  for  healthy  and 
productive  old  age.  This  can  be  achieved  by  providing  them  with  an 
alternative  model  of  the  aged  through  education  early  in  life  (Brubaker 
§  Powers,  1976) . 

Attitudes  of  Children  and  Youth 

In  order  to  gain  a  better  understanding  of  the  origin  of  negative 
attitudes  toward  old  age  and  the  elderly,  the  attitudes  of  children  and 
young  people  must  be  examined.  Several  studies  have  indicated  that 
negative  attitudes  toward  old  age  and  the  elderly  start  early  in  life. 
Negative  attitudes  do  not  change  significantly  until  late  in  adolescence. 
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Seefeldt  et  al .  (1977)  found  that  as  soon  as  the  child  develops  the 
concept  of  age,  stereotypes  about  the  elderly  also  develop. 

Children  show  either  strong  negative  or  positive  stereotypes. 
However,  most  studies  indicate  the  presence  of  strong  negative  stereo¬ 
types  about  the  elderly.  Older  persons  are  viewed  as  helpless;  passive, 
mean,  sad  and  bad  by  the  children  (Seefeldt  et  al . ,  1977,  Specula,  1975; 
Thomas  §  Yamamoto,  1975) . 

The  negative  attitudes  appear  to  originate  from  the  dominant 
physical  features  of  older  people  portrayed  in  children's  books,  such 
as  grey  hair,  wrinkles,  stooped  posture  and  eyeglasses.  These  physical 
features  are  strongly  rejected  by  children  and  youth  (Seefeldt  et  al . , 
1977,  Thomas  &  Yamamoto,  1975)  .  Children  seem  to  learn  early  in  life 
that  old  age  is  negatively  evaluated  by  the  adult  world,  and  therefore, 
it  must  be  rejected. 

The  positive  stereotypes  that  were  observed  by  the  children  were 
very  few  and  simple  in  nature  (Seefeldt  et  al.,  1977;  Thomas  $  Yamamoto, 
1975).  One  example  was  that  old  persons  were  sometimes  viewed  as  nice 
and  friendly.  However,  even  those  who  had  positive  attitudes  toward 
the  elderly  had  negative  views  about  growing  old.  These  children  were 
repulsed  by  the  idea  of  grey  hair,  wrinkled  skin,  poor  eye  sight  and 
other  physical  features  associated  with  old  age. 

These  positive  and  negative  views  about  the  aged  acquired  during 
early  childhood  remain  relatively  stable  until  late  adolescence  (Hickey 
$  Kalish,  1968;  Specula,  1973).  Researchers  have  observed  that  the 
stereotypic  views  about  old  people  tend  to  increase  with  age.  Britton 
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and  Britton  (1971)  found  that  stereotypes  were  dominent  in  adolescent 
years.  It  was  further  noted  that  children  with  grandparents  also  had 
a  similar  negative  stereotypic  image  of  old  people.  This  is  probably 
due  to  grandparents  being  identified  with  the  family  rather  than  with 
the  concept  of  old  (Kahana  $  Kahana,  1970) . 

A  number  of  studies  have  considered  the  content  of  children's 
literature  as  a  potential  source  and  reinforcement  for  negative  atti¬ 
tudes  toward  old  age  and  the  elderly.  Ansello  (1977)  examined  early 
childhood  literature  and  found  that  older  characters  had  "constricted 
roles  and  constrained  behavior."  As  a  result,  the  stereotype  of  the 
elderly  as  a  non-creative  and  boring  person  emerged.  Robin  (1977) 
found  that  in  elementary  school  textbooks,  older  characters  appeared 
rarely,  and  if  they  did  appear  they  were  portrayed  very  superficially. 
The  portrayal  of  grandparents  in  the  literature  was  also  limited, 
with  well  defined  roles--baby  sitters,  guardians,  or  senile.  However, 
grandparents  were  shown  as  having  warm  feelings  toward  their  grand¬ 
children  regardless  of  their  physical  and  mental  health  (Constant, 

1977) . 

The  literature  designed  for  adolescents  was  examined  by  Peterson 

and  Eden  (1977)  who  concluded  that: 

.  .  .  adolescent  literature  tends  to  support  the  youth  culture 
with  the  emphasis  on  strength,  beauty  and  physical  activity. 

There  seem  to  be  few  characters  who  gain  the  respect  of  others 
through  the  use  of  their  wisdom,  insight  and  patience  .  .  . . 

There  seems  to  be  little  reason  or  value  in  being  old  or  in 
having  old  persons  present. 

As  discussed  above,  children  and  the  young  mainly  hold  negative 
attitudes  toward  old  age  and  the  elderly.  Seefeldt  et  al .  (1977)  point 
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out  that  problems  experienced  by  the  elderly  in  their  relationship  with 
the  rest  of  the  society  may  be  a  direct  result  of  the  unwillingness  of 
younger  persons  to  accept  older  people.  In  order  to  lead  a  meaningful 
and  peaceful  life  in  old  age,  attitudes  of  children  and  young  people 
need  drastic  modification.  Several  studies  have  shown  that  negative 
attitudes  and  stereotypes  toward  old  age  and  older  people  can  be  modi¬ 
fied  through  exposure  to  positive  educational  materials  as  well  as  more 
contact  with  older  persons. 

The  Gerontological  Research  Instructional  Program  in  Oregon  as 
reported  by  Specula  (1973)  appears  to  be  a  most  effective  educational 
method  for  modifying  the  attitudes  of  children  and  adolescents.  Intro¬ 
duction  of  educational  materials  on  aging  over  a  period  of  two  years 
was  shown  to  have  significantly  altered  the  negative  attitudes  in  the 
direction  of  a  more  positive  orientation.  However,  it  was  noted  that 
post-high  school  students  were  considerably  less  susceptible  to  atti¬ 
tude  change.  This  indicates  the  importance  of  early  educational  pro¬ 
grammes  for  bringing  any  change  in  attitudes. 

4.  Community  Development  and 
the  Elderly 

In  order  to  understand  and  appreciate  the  role  of  community 
development  for  the  well-being  of  elderly  members  of  the  society,  it 
is  necessary  to  examine  the  concept  and  meaning  of  community  develop¬ 
ment.  One  of  the  earliest  attempts  to  define  community  development 
was  made  at  the  Cambridge  Conference  in  1948: 
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A  movement  designed  to  promote  better  living  for  the  whole 
community,  with  the  active  participation  and  if  possible 
on  the  initiative  of  the  community,  but  if  this  initiative 
is  not  forthcoming  spontaneously,  then  by  the  use  of  tech¬ 
niques  of  arousing  and  stimulating  it  in  order  to  secure 
its  active  and  enthusiastic  response  to  the  movement 
(quoted  in  Mukerji,  1967,  p.  1). 

A  more  practical  definition  was  accepted  by  the  United  Nations: 

.  .  .  the  process  by  which  the  efforts  of  the  people  them¬ 
selves  are  united  with  those  of  governmental  authorities  to 
improve  the  economic,  social  and  cultural  conditions  of 
communities,  to  integrate  these  communities  into  the  life 
of  the  nation,  and  to  enable  them  to  contribute  fully  to 
national  progress  (quoted  in  Roberts,  1979,  p.  178) . 

These  definitions  identify  the  different  elements  that  are 
incorporated  in  the  concept  of  community  development.  The  primary 
objective  of  community  development  is  promotion  of  comprehensive  develop¬ 
ment  of  a  community.  Community  development  is  a  process  by  which  people, 
government  and  various  social  institutions  attempt  to  improve  the 
economic,  political,  social  and  personal  aspects  of  living  in  the 
community.  There  are  two  essential  elements  in  this  process:  (a) 
initiative  and  participation  of  the  people  to  improve  their  standard 
of  living  with  available  resources  of  the  community,  and  (b)  provision 
of  technical  and  professional  services  to  initiate  social  change. 

Thus,  community  development  involves  modification  of  the  structure  and 
functions  of  the  social  system  and  subsystems  for  the  benefit  of  the 
larger  society  (Roberts,  1979) .  It  also  includes  modification  of  atti¬ 
tudes,  beliefs,  values  and  norms  of  the  society  in  order  to  produce 
long-term  social  change  (Dunham,  1970).  As  Biddle  (1966)  suggests. 
"Community  development  would  become  the  human  phase  of  every  improve¬ 


ment  effort"  (p.  12). 
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Since  community  development  is  an  educational -mot ivation  pro¬ 
cess  (Roberts,  1979)  and  is  concerned  with  development  of  the  total 
community,  it  must  concern  itself  with  those  who  are  segregated  and 
rej ected  by  the  community,  such  as  the  elderly.  Improvement  in  the 
quality  of  life  of  old  people  is  essential  for  a  balanced  and  harmonious 
community.  This  can  be  achieved  by  modifying  the  existing  facilities 
available  for  the  elderly  as  well  as  by  utilizing  more  innovative  ideas 
in  developing  adequate  care  and  rehabilitation  programmes.  Proper 
utilization  of  current  resources  and  creation  of  new  resources  for 
adequate  mental  health  facilities  for  the  older  population  should  be 
the  goal  of  community  development  agents.  Thus,  it  is  obvious  that 
integration  of  the  elderly  in  the  mainstream  of  the  society  will  be 
facilitated  by  the  community  development  approach. 
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Hypotheses 

Consistent  with  the  purpose  of  this  study  as  discussed  above, 
two  main  hypotheses  were  formulated.  Several  related  questions  per¬ 
taining  to  demographic  variables  were  also  examined.  The  two  major 
hypotheses  tested  in  the  study  are  given  below: 

1.  The  public  prefers  custodial  care  rather  than  community  oriented 
services  for  the  treatment  and  management  of  the  psychologically 
disturbed  aged 

2.  There  is  a  relationship  between  attitudes  toward  old  persons 
and  types  of  services  preferred  for  the  psychologically  dis¬ 
turbed  aged: 

(a)  Those  who  have  positive  attitudes  toward  the  elderly  prefer 
community  oriented  services. 

(b)  Those  who  have  negative  attitudes  prefer  custodial  care. 

In  order  to  assess  the  role  of  various  demographic  factors  in 

the  preference  for  mental  health  services  and  current  attitude  toward 
the  mentally  disturbed  elderly,  the  following  two  main  questions  were 
examined: 

1.  Is  there  a  relationship  between  demographic  variables  such  as 
social  class,  ethnic  background,  age,  sex,  education  income 
etc.  and  the  type  of  services  preferred  for  the  psychologically 
disturbed  aged? 

Is  there  a  relationship  between  demographic  variables  and 
attitudes  toward  older  persons? 


2. 


- 


III.  METHOD 


Subj  ects 

The  Population  Laboratory  of  the  Department  of  Sociology  at 
the  University  of  Alberta  maintains  an  address  list  of  houses  in  the 
city  of  Edmonton.  Three  hundred  (300)  households  were  randomly  sel¬ 
ected  by  the  computer  from  this  household  list.  A  set  of  question¬ 
naires  was  mailed  to  the  300  householders  with  the  request  that  they 
return  the  completed  questionnaires  as  soon  as  possible. 

A  total  of  69  respondents  returned  the  completed  questionnaires 
which  were  used  for  the  data  analysis. 

Instruments 

The  three  instruments  used  in  this  studv  are  described  below. 

✓ 

1 .  Psychogeriatric  Services  Scale  (PSS) 

A  new  scale  called  the  Psychogeriatric  Services  Scale  (PSS)  was 
constructed  by  the  author  for  measuring  the  subject's  preference  for 
mental  health  services  for  the  elderly  (see  Appendix  Al) .  The  scale 
consists  of  54  statements--27  positive  and  27  negative  arranged  randomly 
in  the  questionnaire.  Negative  statements  for  the  same  content  area 
are  included  to  control  response  bias  in  the  respondents.  Thus,  the 
subject’s  preferences  are  measured  in  respect  of  27  different  services 
for  the  psychologically  disturbed  elderly  (see  Appendix  A2) .  These  27 
services  represent  four  major  areas  of  mental  health  service.  They 
are:  (1)  Community  Care  Services,  (2)  Institutional  Care  Services, 

(3)  Preventive  Care  Services,  and  (4)  After  Care  Services.  The  number 
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of  questions  pertaining  to  each  of  the  four  services  categories  are 
different,  because  some  of  the  areas  allow  for  more  services  than 
others.  The  statements  included  in  each  of  the  four  areas  of  mental 
health  services  are  presented  in  Appendix  A3. 

The  Psychogeriatric  Service  Scale  is  a  Likert-type  instrument  with 
7  response  alternatives,  namely,  "Strongly  Disagree",  "Disagree",  "Slightly 
Disagree",  "Slightly  Agree",  "Agree",  "Strongly  Agree"  (see  Appendix  Al) . 
The  scoring  weights  are  1,  2,  3,  5,  6,  and  7  respectively.  Those  who 
do  not  select  any  of  the  six  alternatives  are  given  a  score  of  4. 

The  initial  version  of  the  Psychogeriatric  Services  Scale  was 
administered  to  a  second  year  Sociology  class  of  25  students  at  the 
University  of  Alberta.  The  Split-half  reliability  coefficient  based  on 
Pear son-Product  Moment  formula  was  found  to  be  .70.  The  students  were 
also  requested  to  comment  upon  the  individual  items.  On  the  basis  of 
the  comments  obtained  from  students  and  other  professionals  working  with 
old  people,  several  modifications  were  made  to  construct  the  final  scale 
as  discussed  above.  The  final  version  of  the  scale  was  used  on  the  re¬ 
search  sample  of  this  study  and  has  yielded  a  split-half  reliability 
coefficient  of  .80.  The  equal  length  Spearman -Brown  coefficient  is  .89, 
and  Guttman  Split-half  Coefficients  is  .88.  In  addition,  alpha  for 
Part  I  is  .84  and  Part  II  is  .93.  The  PSS  is,  therefore,  a  reliable 
instrument.  Paired  t-tests  were  performed  to  see  whether  the  items 
pertaining  to  27  services  differed  significantly  from  each  other.  As 
shown  in  Table  1,  a  large  majority  of  the  paired  comparisons  are  signi¬ 
ficantly  different.  This  indicates  that  the  items  are  indeed  meaning 
different  types  of  services. 
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TABLE  1 

Paired  t-Tests  of  27  Services 
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TABLE  1  (continued) 
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TABLE  1  (continued) 


X 

o  to 

X  co 
cd  ex, 

eriatric 
n  Nursing 
Hospitals 

(D 

P 

X 

+-> 

»— i 

03  +J 

CD  C 

x  03 

p 

CD 

CD  N 
CO  -H 
O  4-> 
CL  >H 
P  CJ 

bO 

P 

P 

X 

P 

X)  CD 
p  +-> 
cti  P 

CD 

rH 

o3 

P  CD 

o3  CD 

fn  o 

bO’H  uj 

03 

+-» 

oj 

p 

to 

•H  CJ 

°  P 

CD  O 

0)  X 

O 

CJ 

r—j  rH 

^  CO 

ex  p 

P 

o 

4-1  03 

Dh  *h 

4->  CO 

X  to  to 

o3  p 

1  CD 

•H  O 

CD 

X  CD 

o3  P 

1  > 

rH 

CD  4->  CD 

CD 

4->  CO 

C-H  CO 

4-)  *H 

4-> 

O  to 

O  b0 

+->  fH 

CD  £-i 

X*H  E 

e 

c  c 

>-1  P 

rH  P 

p 

o  p 

P  o 

3  CD 

X  O 

CO  C  O 

o 

CD  O 

o3  O 

P  CD 

CD 

r-H  4^ 

X  P 

O  CO 

CO  ^ 

C-  D  K 

33 

2  U 

X  X 

2  CO 

U 

<  < 

W  O, 

10 

11 

12 

13 

14 

15 

16 

17 

18 

24 

-3.48 

-3.36** 

-4.07** 

-2.96** 

-0.354 

-4.51** 

-9.34** 

-7.37** 

-0.599 

25 

3.56** 

0.823 

-0.993 

1.48 

3.56** 

-0.852 

-4.26 

-4.63** 

3.32** 

26 

3.91** 

0.865 

-1.07 

1.74 

3.96** 

-1.09 

-4.42** 

-5.42** 

3.41** 

27 

3.36** 

0.192 

-1.89 

-0.677 

3.64** 

-1.73 

-6.05** 

-4.69** 

3.43** 

45 


rC  GO 

TABLE  1 

(continued) 

CD  G 

X  i 

CO 

X  *H  CO 

0  G 

0 

to  V)  I— 1 

G  *H 

•H 

rH 

Cl  G  G 

bO 

0  X 

p 

G  <D 

P  +-> 

G 

bo  0 

•H 

G 

G 

•P  0 

to-  2  -H 

•H 

G  X  to 

> 

O 

•rH 

G  -H 

Ph 

> 

0  CO  0 

tO  -H 

•rH 

0  > 

U  G  CO 

•rH 

E  Cl  0 

P 

4-> 

G 

P  G 

G 

•H  *H  O 

>-J  CO 

W  -H 

G  0 

G 

O  rH 

c  o 

0 

g  a: 

C 

tO  > 

O  < 

H-> 

•H  CCS 

0  -H 

bo  CO 

■P  tO 

H3S  O 

T3  CD 

to  G 

•rH 

G  co 

P  G 

E  P 

G 

G  <D  to 

CD  >H 

0  G 

r-H  0 

P  0 

O  0 

G  G 

0  P 

•H  ,-G 

•H  0 

>  +-> 

>  G 

0  G  CO 

G  G 

Ph  0 

E  0 

>  P 

P  P 

G  'H  10 

O  -H 

O  CD 

i — 1  0 

0  p 

CO  -H 

G  Gh 

O  *H 

CO  i— H 

0  >  0 

G  T3 

G  *H 

•H  *H  0 

G  to 

C  > 

O  0 

G  -P 

•h  aJ 

X  G  E 

Ph  G 

PhG3 

rG  'G  *H 

0  *H 

G  G 

C+H  OC 

Ph  CO 

X  CD 

CO  CD  O 

6  o 

6  0 

O  0  G 

0  0 

G  0 

G 

E  G 

w  a: 

CL  CO  X 

HH  C_) 

HH  S 

S  2  P 

DC  P 

H  CO 

1— l  to 

i— i  1— i 

19 

20 

21 

22 

23 

24 

25 

26 

27 

1 

2 

3 

4 

5 

6 
7 

'  8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 
19 

-0.575 

-0.109  0.548 

-0.629  0 


20 

0.337 

21 

-0.237 

22 

0.359 

23 

-0.433 

-0.531 


46 


TABLE  1  (continued) 


X 

00 

0 

G 

X 

•H 

CO 

CO 

CO 

rH 

rH 

Oh 

fH 

G 

00 

G 

0 

P 

P 

G 

p 

o 

05" 

2 

•H 

•H 

G 

•H 

Ph 

> 

0 

> 

O 

G 

CO 

•H 

2 

fH 

•H 

•H 

o 

X 

CO 

0 

fH 

X 

G 

W5 

CO 

P 

CO 

^3 

O 

C 

G 

CD 

XT 

CD 

•H 

•rH 

X 

•H 

o 

> 

P 

P 

P 

X 

•H 

CO 

O 

•H 

CO 

rH 

CD 

> 

CD 

fH 

H3 

•H 

G 

X 

fH 

E 

Ph 

G 

X 

CD 

CO 

CD 

o 

E 

O 

PJ 

X 

o- 

CO 

X 

hH 

CJ 

X 

1 

CO 

CD 

G 

0 

G 

•H 

•H 

CD 

X 

P 

bO 

o 

•H 

fH 

X 

CO 

> 

CD 

CO 

0 

OCT 

•H 

E 

Q- 

0 

P 

X 

•H 

G 

0 

u3 

> 

o 

< 

m3  CD 

uD" 

fH 

•H 

CD  fn 

rH 

0 

P 

0 

>  G 

0 

G 

CO 

G 

fH 

O  0 

rH 

CD 

0 

P 

fn  ’H 

•H 

•H 

CD 

fH 

CO 

PhXI 

X 

•H 

CD 

•H 

E  CD 

o 

0 

fH 

0 

0 

hh 

s 

P 

PC 

X 

G 

G 

O 

•H 

•H 

P 

G 

X  G 

G 

O  r-H 

c  o 

P 

•H  G 

0  «H 

fn  CO 

P  fH 

E  P 

O  0 

G  fH 

0  3 

Ph  0 

E  p 

>  P 

CO  «H 

S  x 

O  *H 

G  > 

O  0 

fn  P 

G  fH 

X  PC 

Ph  CO 

fH  0 

G 

E  G 

E-  CO 

tH  US' 

HH  IH 

19 

20 

21 

22 

23 

24 

25  26  27 

24 

25 

-1.39 

2.75** 

-1.68 

2.17* 

-1.24  -1.66 

2.74**  2.59* 

-1.32 

3.35** 

4.25** 

26 

3.17** 

2.28* 

3.17** 

2.96** 

3.37** 

4.68** 

-0.645 

27 

2.75** 

1.90 

2.52* 

1.82 

2.28* 

3.62** 

0.508  -0.696 

*p  <  0.05 


*  * 


P 


<  0.01 


47 


2 .  Old  People  Scale  (OPS) 

This  scale  was  carefully  constructed  by  Kogan  in  1961  to 
measure  attitudes  toward  old  people.  Items  of  this  scale  are  concerned 
with  (1)  residential  aspect  of  old  people's  lives,  (2)  vague  feelings 
of  discomfort  and  tension,  (3)  qualities  of  old  people,  and  (4)  inter¬ 
personal  relationship  across  age  generation.  There  are  17  positive  and 
17  negative  statements  about  old  people.  The  OPS  is  presented  in 
Appendix  B. 

Kogan  (1961)  has  reported  reliability  coefficients  for  the  nega¬ 
tive  statements  of  the  OPS  scale  as  follows:  .73  and  .83  for  the  North 
Eastern  University  samples  and  .76  for  the  Boston  University  sample. 

The  corresponding  values  for  the  positive  statements  were  .66,  .73,  and 
.77  respectively.  Thus,  the  OPS  has  high  reliability  coefficients. 

In  order  to  reexamine  the  reliability  of  this  scale,  a  split- 
half  correlation  coefficient  was  computed  on  the  data  obtained  from  the 
present  research.  The  present  correlation  coefficient  is  .61.  The 
equal  length  Spearman -Brown  Coefficient  is  .76  and  Guttman  Split-half 
Coefficient  is  .76.  In  addition,  alpha  for  Part  I  is  .69  and  Part  II 
is  .66. 

3 .  Demographic  Information  Questionnaire  (DIQ) 

A  general  questionnaire  (see  Appendix  C)  containing  21  questions 
was  constructed  for  eliciting  information  about  age,  sex,  education, 
occupation,  income,  social  class,  religion,  ethnic  background,  etc.  In 
addition,  there  are  7  questions  pertaining  to  parents,  grandparents, 
their  living  arrangements  and  the  frequency  of  interpersonal  contact 
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between  the  respondent  and  the  parents  or  grandparents.  This  informa¬ 
tion  was  elicited  to  examine  possible  relationships  between  demographic 
variables,  service  orientation  and  attitude  toward  old  persons. 

Procedure 

The  three  research  instruments  (PSS,  OPS  and  DIQ)  were  mailed 
to  the  computer-selected  random  list  of  households  in  the  city  of 
Edmonton.  A  covering  letter  was  addressed  to  the  Head  of  the  Household 
explaining  the  purpose  and  importance  of  the  study.  The  covering  letter 
as  well  the  instructions  for  each  questionnaire  emphasized  the  fact  that 
the  responses  were  completely  anonymous.  A  stamped  and  self-addressed 
envelope  was  enclosed  for  the  return  of  the  completed  materials. 

A  total  of  65  persons  returned  the  questionnaire  by  the  end  of 
the  second  week  of  the  original  mailing  date.  During  the  third  week, 
follow-up  letters  were  sent  to  the  first  150  subjects  and  telephone 
calls  were  made  to  the  next  150  subjects  from  the  respondents'  list. 

By  the  end  of  the  fourth  week,  11  additional  responses  were  received. 

In  summary,  a  total  of  79  subjects  returned  the  materials.  However, 

7  sets  of  questionnaires  were  discarded,  because  they  were  either  blank 
or  filled  inadequately.  In  addition,  3  sets  of  questionnaires  could 
not  be  used  as  they  arrived  after  the  data  had  been  analyzed. 

Thus,  69  sets  of  questionnaires  were  used  for  data  analysis. 

In  terms  of  useable  responses,  the  return  rate  was  23%  which  compares 
favorably  with  similar  studies  using  the  survey  method  (Selltiz  et  al . , 


1959)  . 
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Data  Analysis 

Responses  of  69  subjects  on  PSS,  OPS  and  DIQ  instruments  were 
transferred  to  "optical  scanning"  sheets  for  computer  analyses.  Using 
the  SPSS  programme,  the  data  were  analyzed  for  descriptive  statistics 
(Mean,  SD,  Quartile,  etc.),  correlations  and  tests  of  significance. 

In  order  to  test  the  hypotheses  of  this  research,  various  statistical 
comparisons  were  made  between  PSS  and  OPS  responses  and  their  relation¬ 
ships  with  demographic  variables  were  examined. 

Item  analysis  of  the  PSS  and  OPS  was  done  by  the  computer  to 
check  the  internal  validity  and  reliability  of  the  instruments  (see 
page  40)  . 


IV.  RESULTS 


Before  the  results  of  the  data  analyses  pertaining  to  the 
hypotheses  are  presented,  it  may  be  useful  to  look  at  the  important 
personal  characteristics  of  the  respondents. 

General  Information  About  the  Respondents 

Table  2  presents  the  age,  sex  and  marital  status  of  the 
respondents.  The  subjects  ranged  in  age  from  18  to  81  years  which 
ensures  a  wide  coverage  of  the  research  population.  The  largest  group 
of  the  respondents  (32.4%)  is  in  the  range  of  35  to  49  years  followed 
by  50-64  years  range  (29.4%).  The  two  smallest  age  groups  are  18  to 
24  years  (5.9%)  and  65-81  years  (13.2%).  The  undersampling  of  the 
younger  age  group  may  be  due  to  the  fact  that  the  younger  recipients 
of  the  research  material  were  not  interested  in  the  study  and  conse¬ 
quently  did  not  return  the  completed  questionnaires.  As  for  the  older 
group  (65  years  and  over) ,  the  low  response  rate  may  be  either  because 
older  persons  were  not  heads  of  the  household  or  were  living  in  nursing 
homes  so  that  they  did  not  receive  the  questionnaires.  It  is  satisfying 
to  note  that  about  81%  of  the  respondents  fall  in  25-64  years  age  range 
which  is  representative  of  the  general  population. 

With  respect  to  the  sex  of  the  respondents,  about  61%  are  fe¬ 
males  and  39%  are  males.  The  majority  of  the  respondents  (76.8%)  are 
married,  and  the  rest  are  either  single,  widowed,  separated  or  divorced. 

Other  demographic  characteristics  such  as  religion,  ethnic 
background  and  education  are  given  in  Table  3.  With  regard  to  religious 
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TABLE  2 

Age,  Sex  and  Marital  Status 
of  the  Respondents 


GROUPS 

Age 

18  -  24 
25  -  34 
35  -  49 
50  -  64 
65  -  81 

Sex 

Male 

Female 


NO.  % 

(N  =  68) 

4  5.88 

13  19.12 

22  32.35 

20  29.41 

9  13.24 

(N  =  69) 

27  39.13 

42  60.87 


Marital  Status  (N  =  69) 


Single  6  8.70 
Widowed  6  8.70 
Married  53  76.81 
Separated  2  2.90 

2  2.90 


Divorced 
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background,  approximately  15%  of  the  respondents  did  not  reveal  their 
religious  believes.  However,  among  59  respondents  who  give  informa¬ 
tion  about  their  religion,  a  vast  majority  (94.9%)  are  Christians. 

The  Christians  are  further  subdivided  into  44.1%  as  Protestants,  22% 
as  Catholics,  and  28.8%  as  other  specified  denominations.  Very  few 
respondents  (3.4%)  are  non-Christians. 

Ethnic  backgrounds  of  the  respondents  appear  to  be  fairly 
representative  of  the  Edmonton  population.  About  45%  of  the  subjects 
have  European  background,  whereas  about  39%  identify  themselves  as 
having  Canadian  origin.  These  respondents  are  most  likely  second 
generation  Canadians.  The  research  sample  also  has  16.4%  of  the  sub¬ 
jects  from  other  ethnic  backgrounds.  A  wide  range  of  educational  levels 
is  found  among  the  respondents.  A  large  percentage  (58.8%)  of  the 
respondents  have  either  university  of  technical  education.  About  41% 
of  the  sample  have  high  school  education  or  less. 

Table  4  shows  the  employment  status,  occupation  and  income  of 
the  respondents.  Sixty  four  per  cent  of  the  respondents  are  employed, 

14%  are  unemployed,  about  19%  are  retired  and  3%  are  students.  It  should 
be  noted  that  5  persons  did  not  reveal  their  employment  status.  With 
respect  to  occupation,  there  is  an  oversampling  of  white  collar  occupa¬ 
tions  which  constitute  about  77%  of  the  research  sample.  Only  14b  are 
blue  collar  workers,  and  9%  are  housewives.  Since  most  of  the  respon¬ 
dents  are  females,  the  white  collar  group  is  likely  to  include  a  con¬ 


siderable  number  of  women. 
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TABLE  3 

Religion,  Ethnic  Background  and 
Education  of  the  Respondents 


GROUPS 

NO. 

% 

Religion 

(N  =  59) 

Protestants 

26 

44. 

Catholics 

13 

22. 

Other  Christian 

17 

28. 

Denominations 

Eastern 

2 

3. 

No  Religion 

1 

1. 

Ethnic  Background 

(N  =  67) 

European 

30 

44. 

Native  Canadian 

26 

38. 

Other 

11 

16. 

Education 

(N  =  68) 

Grade  -1-6 

4 

5. 

7-12 

24 

35. 

University  -  1-8  years 

28 

41. 

Voc./Tech.  -  1-4  years 

12 

17. 

07 

03 

81 

39 

69 

78 

81 

42 

88 

29 

18 

65 
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TABLE  4 


Employment  Status, 

Occupation  and 

Income  of  the 

Respondents 

GROUPS 

NO. 

% 

Employment  Status 

(N  =  64) 

Employed 

41 

64. 

Unemployed 

9 

14. 

Retired 

12 

18. 

Student 

2 

3. 

Occupation 

(N  =  64) 

White  Collar 

49 

76. 

Blue  Collar 

9 

14. 

Housewife 

6 

9. 

Income 

(N  =  63) 

$5,000  -  15,000 

15 

23. 

$15,001  -  30,000 

19 

30. 

$30,001  -  45,000 

17 

26. 

$45,001  + 

12 

19. 

06 

06 

75 

13 

56 

06 

38 

81 

16 

98 

05 


■ 
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Income  of  the  respondents  is  distributed  across  a  wide  range. 
About  24%  are  in  the  $5,000  -  $15,000  range,  30%  in  the  $15,001  - 
$30,000  range,  27%  in  the  $30,000  to  $45,000  range,  and  19%  in  the  range 
of  $45,001  and  over.  This  distribution  appears  to  be  consistent  with  the 
income  distribution  of  the  general  population  in  Edmonton. 

Hypothesis  1:  The  public  prefers  custodial  care  rather  than  community 

oriented  services  for  the  treatment  and  management  of 
the  psychologically  disturbed  aged. 

The  first  hypothesis  was  concerned  with  the  type  of  mental 
health  services  for  the  elderly  preferred  by  the  community  members.  It 
was  hypothesized  that  the  public  prefers  custodial  care  rather  than 
community-oriented  services  for  the  treatment  and  management  of  the 
psychologically  disturbed  elderly.  In  order  to  test  this  hypothesis, 
responses  on  the  Psychogeriatric  Services  Scale  (PSS)  are  analyzed  for 
relevant  information. 

As  mentioned  in  the  'Instruments’  section  (see  page  40),  each 
question  of  the  PSS  is  scored  on  a  7-point  scale.  Negative  preferance 
or  attitude  is  reflected  in  scores  of  3  or  lower  on  each  item  of  the 
scale.  Similarly,  positive  attitude  is  manifested  in  scores  of  5  or 
over  on  each  item  of  the  scale.  Thus,  for  all  items  of  the  PSS,  any 
score  in  the  range  of  54  to  162  is  considered  as  representing  definite 
"Custodial  orientation",  and  any  score  in  the  range  of  270-378  is  re¬ 
garded  as  reflecting  definite  "Community  orientation  (see  Table  5) . 
Moreover,  for  both  categories,  strength  of  the  preference  is  indicated 
by  higher  scores.  That  is,  the  higher  the  score  within  the  custodial 


56 


TABLE  5 

Response  Categories  for  PSs  and  OPS 


GROUP 

SCORE  RANGE 

Psychogeriatric 

Custodial  Care 

54  -  162 

Services  Scale 

(PSS) 

Community  Care 

207  -  378 

Old  People 

Scale 

Negative  Attitude 

34 

-  102 

(OPS) 

Positive  Attitude 

170 

-  238 

*  The  score  ranges  given  in  this  table  are  based  upon 
the  following  weights  for  each  item  on  both  the 
tests . 

(a)  Custodial  Care  and  Negative  Attitude  -  1-3 

(b)  Community  Care  and  Positive  Attitude  -  5-7 
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or  community  orientation  categories,  the  stronger  is  the  attitude 
for  custodial  care  or  community  services.  Thus,  for  the  community 
orientation  category,  scores  falling  below  324  are  considered  as 
low  community  orientation,  and  scores  falling  above  324  are  con¬ 
sidered  high  community  orientation. 

The  descriptive  statistics  for  the  scores  on  the  PSS  are 
given  in  Table  6.  All  scores  range  from  211  to  362  with  a  mean  of 
307.27  and  SD  of  32.11.  As  indicated  by  the  quartile  points,  25% 
scores  fall  below  286  and  75%  below  332.  Although  the  frequency 
distribution  is  normal,  the  high  Standard  deviation  suggests  a  large 
dispersion  of  the  scores  around  the  mean. 

According  to  the  scoring  criteria  for  service  orientation  used 
in  this  study,  no  respondent  has  revealed  custodial  orientation. 
Approximately  90%  subjects  demonstrate  community  orientation  of  mental 
health  services  for  the  elderly.  The  remaining  10%  subjects  express 
neutral  attitudes.  However,  when  we  analyze  the  range  of  scores 
within  the  community  orientation  category,  we  find  63%  of  the  respon¬ 
dents  as  having  low  community  orientation,  whereas  27%  have  high  com¬ 
munity  orientation  (see  Table  7).  This  shows  that  only  a  small  per¬ 
centage  of  the  subjects  have  a  strong  preference  for  community  orien¬ 
tation  in  mental  health  services  for  the  aged. 

In  order  to  assess  the  service  orientation  of  the  subjects, 
the  data  are  further  analyzed  by  dividing  the  items  of  the  Psychogeria- 
tric  Scale  (PSS)  into  4  groups  of  services:  1)  Preventive  Care, 

2)  Community  Care,  3)  Improved  Institutional  Care,  and  After  Care 


< 
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TABLE  6 

Descriptive  Statistics  for 
Psychogeriatric  Services  Scale  (PSS) 


SCORE 

f 

CN =67) 

% 

211 

2 

3 

Minimum  -  211 

Q1  =  289 

231 

2 

3 

251 

3 

4.5 

Maximum  -  362 

Q2  =  306 

271 

9 

13.4 

291 

20 

29.9 

Mean  -  307.27 

Q3  =  332 

311 

13 

19.4 

331 

13 

19.4 

Standard 

Deviation  -  32.11 

351 

5 

7.5 

59 


TABLE  7 

Comparison  of  High  and  Low  Groups  for  the 
PSS  and  the  OPS  Scores 


GROUP 

SCORE  RANGE 

f 

% 

Psychogeriatric 

High 

Community 

325-362 

18 

27.87 

Services  Scale 

Orientation 

(PSS) 

Low 

Community 

270-323 

42 

62.69 

N  =  67 

Orientation 

Old  People 

High 

Positive 

193-214 

16 

23.53 

Scale 

Attitude 

(OPS) 

Low 

Positive 

170-192 

28 

41.18 

M  _  AR 

Attitude 

TEST  OF 
SIGNIFICANCE 


X2  =  9.6, 
df  =  1 

p  <  0.01 


X2  =  3.28, 
df  =  1 

p  >.  05  <  0.10 
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(see  Appendix  A3  for  the  items  in  each  category).  Each  person's 
responses  were  separated  into  the  above-mentioned  four  categories. 

Table  8  gives  mean  and  standard  deviation  and  Table  9  gives 
analysis  of  variance  of  the  data  for  the  four  groups  of  services. 

The  highest  preference  is  for  the  Preventive  Care  Services  followed 
by  Improved  Institutional  Care,  Community  Care  and  After  Care. 

The  ANOVA  is  a  little  over  .05  level  of  significance  (see  Table  9), 
however,  the  Duncan's  test  shows  significant  differences  between  the 
groups  at  .05  level. 

Although  findings  of  this  study  do  not  confirm  the  first 
hypothesis  completely,  the  data  are,  however,  in  the  predicted  direc¬ 
tion.  In  general,  more  people  have  low  community  orientation. 

Hypothesis  2:  There  is  a  relationship  between  attitudes  toward  old 

persons  and  types  of  services  preferred  for  the  psycho¬ 
logically  disturbed  aged: 

(a)  Those  who  have  positive  attitudes  toward  the  elderly 
prefer  community  oriented  services. 

(b)  Those  who  have  negative  attitudes  prefer  custodial 
care. 

The  second  hypothesis  was  concerned  with  the  nature  of  rela¬ 
tionships  between  attitudes  toward  old  persons  and  type  of  services 
preferred  for  the  psychologically  disturbed  aged.  Specifically,  it 
was  predicted  that  those  with  positive  attitudes  toward  the  elderly 
would  prefer  community  oriented  services,  while  those  who  have  negative 
attitudes  would  prefer  custodial  care. 


v? 


I- 
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TABLE  8 

Comparison  of  Four  Groups  of  Services 


GROUP  (N  =  69) 

MEAN 

SD 

1. 

Preventive  Care 

5.79 

0.62 

2. 

Institutional  Care 

5.74 

0.68 

3. 

Community  Care 

5.56 

0.72 

4. 

After  Care 

5.49 

0.89 

TOTAL 

5.64 

0.74 

•• 
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TABLE  9 

Analysis  of  Variance  of 
Four  Groups  of  Services 


SOURCE  OF 
VARIATION 

SUM  OF 
SQUARES 

df 

MEAN 

SQUARES 

F 

Between 

Groups 

4.0724 

3 

1.36 

2.528 

Within 

Groups 

146.0350 

272 

0.54 

TOTAL 

150.11 

275 

£ 


0.577 
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The  respondents  are  defined  as  having  positive  and  negative 
attitudes  on  the  basis  of  their  obtained  scores  on  the  Old  People 
Scale  (OPS) .  Scores  falling  in  the  range  of  34  to  102  indicate  a 
definite  negative  attitude  and  scores  in  the  range  of  170  to  238 
are  considered  as  an  expression  of  a  definite  positive  attitude  (see 
Table  5) .  The  rationale  for  the  categorization  of  positive  and  nega¬ 
tive  attitudes  is  similar  to  the  one  used  for  PSS  (see  page  55). 

The  descriptive  statistics  for  the  OPS  are  given  in  Table  10. 

These  scores  vary  within  a  much  smaller  range  than  is  the  case  with 
PSS  scores.  Apparently,  the  respondents  are  more  similar  in  their 
attitudes  toward  old  persons.  In  terms  of  the  scoring  criteria  for 
positive  and  negative  attitudes,  none  of  the  subjects  has  definite 
negative  attitudes.  There  are  64.7%  persons  in  the  sample  who  show 
clear-cut  positive  attitudes.  The  remaining  35.3%  may  be  considered 
as  holding  neutral  attitude  toward  old  persons.  Since  the  majority  of 
the  respondents  have  positive  attitudes,  this  category  is  further 
divided  into  high  positive  attitude  and  low  positive  attitude  in  order 
to  compare  the  strength  of  the  attitude.  Those  scoring  between  170 
and  192  are  considered  by  the  researcher  to  have  a  low  positive  attitude  and 
those  scoring  above  192  have  a  high  positive  attitude.  Using  this  classifi¬ 
cation  system,  41%  respondents  reveal  a  low  positive  attitude  and  23% 
a  high  positive  attitude  (see  Table  7) .  Thus,  consistent  with  the 
previously  mentioned  result,  most  respondents  have  a  low  positive 
attitude . 

Hypothesis  2  was  tested  directly  by  crosstabulating  the  high 


- 
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TABLE  10 

Descriptive  Statistics  for 


Old 

People  Scale 

(OPS) 

SCORE 

f  (N  = 

68) 

% 

136 

5 

7.4 

Minimum  - 

136 

Qi  = 

165 

146 

2 

2.9 

156 

10 

14.7 

Maximum  - 

214 

Q2  = 

179 

166 

11 

16.2 

176 

10 

14.7 

Mean  -  178 

.34 

Q3  = 

191 

186 

19 

27.9 

196 

9 

13.2 

Standard 

Deviation 

-  17.28 

206 

2 

2.9 

- 
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and  low  scores  on  both  PS  and  OP  scales  (see  Table  11) .  Although 
the  differences  are  not  statistically  significant,  the  trend  is  in 
the  predicted  direction  (X  =  2.39,  df  =  1 ,  p  <  0.07).  Another  way 
of  testing  this  hypothesis  is  to  examine  the  relationship  between 
scores  on  the  PS  and  OP  scales.  The  Pearson  product -moment  corre¬ 
lation  coefficient  between  the  two  scales  is  0.38  which  is  signifi¬ 
cant  at  the  0.001  level.  Although  there  is  a  positive  correlation 
between  attitudes  toward  old  persons  and  preference  for  community 
mental  health  services  for  the  elderly,  the  strength  of  the  relation¬ 
ship  is  not  very  high.  Thus,  precise  prediction  of  a  person's  service 
orientation  is  not  possible  from  the  knowledge  of  his/her  attitude 
towards  the  elderly. 

Another  part  of  the  second  hypothesis  predicts  preference  for 
custodial  care  among  those  who  hold  negative  attitudes  toward  old 
persons.  However,  this  hypothesis  is  not  relevant  since  the  respon¬ 
dents  show  neither  negative  attitude  nor  custodial  orientation. 

In  general,  the  second  hypothesis  may  be  considered  as  con¬ 
firmed  . 

Demographic  Variables 

The  nature  of  relationship  demographic  variables  have  with 
service  orientation  and  attitudes  toward  old  people  is  analyzed  in 
terms  of  correlation  coefficients.  From  the  matrix  of  intercorrela¬ 
tions  between  all  items  of  the  PSS,  the  OPS  and  the  Demographic 
Information  Questionnaire,  a  list  of  only  significant  correlations 
has  been  prepared  (see  Table  12).  It  is  apparent  that  most  demographic 
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PSS 


TABLE  11 

Crosstabulation  of  High  and  Low  Scores 
on  PS  and  OP  Scales 


HIGH 


HIGH  19 


LOW  13 


OPS 

LOW  TOTAL 

14  33 


23  36 


TEST  OF 
SIGNIFICANCE 

X2  =  2.39 

df  =  1 

p  <  0.07 


TOTAL  32  37  69 
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TABLE  12 

Significant  Correlation  Coefficients  Between 
Demographic  Variables  and  PSS  and  OPS  Scales 


DEMOGRAPHIC  VARIABLES 

PSS  SCORE 

P 

OPS  SCORE 

P 

Marital  Status 

_ 

0.30 

0.007 

Immigration  Year 

0.46 

0.038 

0.53 

0.017 

Education 

0.21 

0.049 

— 

— 

Occupation 

— 

— 

-0.26 

0.029 

Income 

0.22 

0.042 

— 

— 

Mother  Living 

i— i 

CM 

O 

0.046 

-0.23 

0.034 

< 
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variables  are  not  related  to  either  type  of  mental  health  services 
preferred  for  the  psychologically  disturbed  elderly  or  to  attitudes 
toward  old  persons.  Surprisingly,  of  all  the  demographic  variables. 
Immigration  Year  correlates  .46  with  PSS  and  .53  with  OPS.  This 
suggests  that  recent  immigrants  to  Canada  have  positive  attitudes 
toward  old  persons  as  well  as  they  prefer  community  services  for  the 
disturbed  elderly.  Another  interesting  observation  is  the  negative 
correlation  between  Mother  Living  and  PSS  (-.21)  and  OPS  (-.23). 

Thus,  those  whose  mothers  are  alive  tend  to  have  low  community  orien¬ 
tation  and  have  negative  attitude  toward  old  persons. 

The  influence  of  demographic  variables  on  PSS  and  OPS  scores 
can  also  be  examined  through  mean  score  differences.  Tables  13  to  17 
give  frequencies,  percentages,  means  and  standard  deviations  of  various 
demographic  groups  on  the  PSS.  These  mean  differences  are,  however, 
not  significant  statistically.  Similar  analyses  have  been  done  of 
the  scores  of  various  demographic  groups  on  the  OPS  (see  Tables  18 
to  21).  The  mean  differences  are,  again,  not  significant  statistically. 

A  further  analysis  is  made  by  dichotomizing  each  demographic 
variable  into  high  and  low  scoring  groups  on  the  PS  and  OP  scales. 

The  purpose  of  this  analysis  is  to  see  whether  the  two  groups  differ 
significantly  in  their  preference  for  services  and  attitudes  toward 
old  people.  The  Chi  Square  tests  do  not  reveal  significant  differences 

for  any  demographic  variable. 

Thus,  most  demographic  variables  do  not  seem  to  have  any 

important  relationship  with  the  PSS  and  the  OPS  scores. 
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Also,  the  demographic  variables  do  not  produce  any  differences  in 
either  the  PSS  or  OPS  scores. 


* 
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TABLE  13 

Frequencies,  Percentages,  Means  and  SDs  of  the  PSS 
Scores  by  Age,  Sex  and  Marital  Status 


GROUP  NO. 

 (N  =  66) 


Age 

18-24  4 

25  -  34  13 

35  -  49  22 

50  -  64  19 

65-81  8 

Sex  (N  =  67) 

Male  27 

Female  40 

Marital  Status  (N  =  67) 

Single  6 

Widowed  6 

Married  51 


Separated  2 

2 


PSS  SCORE 


MEAN  SD 


6.06  287.50  51.76 

19.70  320.92  19.72 

33.33  304.22  26.86 

28.79  316.10  33.09 

12.12  286.87  38.18 

40.30  299.52  33.25 

59.70  312.50  30.63 

8.96  296.67  44.03 

8.96  307.67  16.38 

76.12  327.00  32.26 

2.99  307.16  32.76 

2.99  321.00  21.22 


Divorced 


* 
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TABLE  14 

Frequencies,  Percentages,  Means  and  SDs  of  the  PSS 
Scores  by  Education  and  Ethnic  Background 


GROUP 

NO. 

% 

PSS  SCORE 

(N  =  67) 

MEAN 

Education 

Grade  -  1-6  4 

7-12  24 

University 

1-8  years  27 

Voc/Tech. 

1-4  years  12 

Ethnic  Background  (N  =  67) 

European  30 

Native  Canadian  26 

Other  11 


5.97 

316.25 

30.72 

35.82 

299.63 

32.93 

40.30 

311.93 

29.49 

17.91 

309.09 

37.31 

44.78 

306.80 

31.49 

38.81 

311.69 

25.98 

16.42 

310.89 

38.84 

4 


TABLE  15 


Frequencies,  Percentages,  Means  and  SDs  of  the 
PSS  Scores  by  Religion 


GROUP 

NO. 

(N  =  59) 

% 

PSS 

MEAN 

SCORE 

SD 

Religion 

Protestant 

26 

44.07 

303.58 

38.94 

Orthodox 

1 

1.70 

238.00 

0.0 

Baptist 

5 

8.47 

303.60 

40.17 

Catholic 

13 

22.03 

311.62 

21.93 

Mormon 

1 

1.70 

322.00 

0.00 

Anglican 

3 

5.08 

321.00 

13.46 

United 

3 

5.08 

276.00 

19.00 

Lutheran 

1 

1.70 

274.00 

0.00 

Presbyterian 

1 

1.70 

331.00 

0.00 

Other  Christian 

2 

3.39 

333.50 

21.51 

Eastern 

2 

3.39 

335.00 

4.25 

None 

1 

1.70 

286.00 

0.00 

. 
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TABLE  16 

Frequencies,  Percentages,  Means  and  SDs  of  the 
PSS  Scores  by  Religion 


GROUP 

NO. 

(N  =  53) 

% 

PSS 

MEAN 

SCORE 

SD 

Occupation 

Managerial 

6 

11.32 

296.33 

38.20 

Teaching 

14 

26.41 

316.64 

20.34 

Medicine  §  Health 

6 

11.32 

315.83 

33.36 

Clerical 

9 

16.98 

319.11 

29.24 

Sales 

3 

5.66 

292.67 

45.65 

Machine  Related 

1 

1.89 

322.00 

0.00 

Construction 

2 

3.77 

301.50 

6.36 

Transport 

3 

5.66 

314.00 

24.58 

Housewife 

6 

11.32 

298.00 

19.65 

Service  Occupation 

1 

1.89 

303.00 

0.00 

Material  Handling 

1 

1.89 

211.00 

0.00 

Other 

1 

1.89 

316.00 

0.00 

' 

' 
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GROUP 


Income 


TABLE  17 

Frequencies,  Percentages,  Means  and  SDs  of  the 
PSS  Scores  by  Income 


NO. 

(N  =  62) 

% 

PSS 

MEAN 

SCORE 

SD 

Under  $5 

,000 

5 

8.06 

327.80 

30.97 

$5,000  - 

$10,000 

4 

6.45 

290.75 

55.05 

$10,001 

-  $15,000 

6 

9.58 

296.50 

33.96 

$15,001 

-  $20,000 

4 

6.45 

304.25 

19.53 

$20,001 

-  $25,000 

7 

11.29 

310.00 

25.63 

$25,001 

-  $30,000 

8 

12.90 

313.63 

42.39 

$30,001 

-  $35,000 

12 

19.35 

309.83 

30.46 

$35,001 

-  $40,000 

0 

0 

0 

0 

$40,001 

-  $45,000 

4 

6.45 

332.75 

13.94 

$45,001 

+ 

12 

19.36 

306.75 

22.44 

- 

' 
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TABLE  18 

Frequencies,  Percentages,  Means  and  SDs  of  the 
OPS  Scores  by  Age,  Sex  and  Marital  Status 


GROUP 

NO. 

% 

OPS 

n 

c* 

00 

MEAN 

Age 


Sex 


18 

-  24 

4 

5.88 

170.00 

25 

-  34 

13 

19.12 

183.46 

35 

-  49 

22 

32.35 

178.18 

50 

-  64 

20 

29.41 

182.80 

65 

-  81 

9 

13.24 

163.50 

(N  =  69) 


Male 

27 

39.13 

174.82 

Female 

42 

60.87 

180.66 

Marital  Status 
Single 
Widowed 
Married 
Separated 


(N  =  68) 


6 

8.82 

170.83 

6 

8.82 

162.83 

52 

76.47 

180.04 

2 

2.94 

183.50 

2 

2.94 

198.00 

SCORE 

SD 


11.16 

11.67 
15.45 

19.67 
20.25 

16.64 

17.50 

9.62 

19.31 

16.99 

12.02 

7.07 


Divorced 


Ij 

• 

. 


76 


TABLE  19 

Frequencies,  Percentages,  Means  and  SDs  of  the 
OPS  Scores  by  Education  and  Ethnic  Background 


GROUP 

NO. 

(N  =  68) 

% 

OPS 

MEAN 

SCORE 

SD 

Education 

Grade  -  1-6 

4 

5.88 

178.75 

29.06 

7-12 

25 

36.76 

176.48 

18.97 

University 

1-8  years 

27 

39.71 

180.67 

13.48 

Voc./Tech. 

1-4  years 

12 

17.65 

176.83 

18.73 

Ethnic  Background 

(N  =  66) 

European 

30 

45.45 

176.83 

16.46 

Native  Canadian 

26 

39.39 

178.46 

18.70 

Other 

10 

15.15 

185.30 

16.56 

1 
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TABLE  20 

Frequencies,  Percentages,  Means  and  SDs  of  the 
OPS  Scores  by  Religion 


GROUP 

NO. 

(N  =  60) 

% 

OPS 

MEAN 

SCORE 

SD 

Religion 

Protestant 

27 

43.00 

181.59 

16.40 

Orthodox 

1 

1.67 

158.00 

0.0 

Baptist 

5 

8.33 

189.60 

11.06 

Catholic 

13 

21.67 

173.54 

22.99 

Mormon 

1 

1.67 

186.00 

0.0 

Anglican 

3 

5.00 

175.33 

20.31 

United 

3 

5.00 

170.33 

6.66 

Lutheran 

1 

1.67 

176.00 

0.00 

Presbyterian 

1 

1.67 

184.00 

0.00 

Other  Christian 

2 

3.33 

191.50 

0.71 

Eastern 

2 

3.33 

173.50 

13.44 

None 

1 

1.67 

145.00 

0.00 

' 
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TABLE  21 

Frequencies,  Percentages,  Means  and  SDs  of  the 
OPS  Scores  by  Occupation 


GROUP 

NO. 

(N  =  54) 

% 

OPS 

MEAN 

SCORE 

SD 

Occupation 

Managerial 

6 

11.11 

175.50 

13.49 

Teaching 

14 

25.93 

182.22 

11.45 

Medicine  §  Health 

6 

11.11 

186.17 

17.26 

Clerical 

9 

16.67 

177.22 

17.61 

Sales 

4 

7.41 

184.50 

18.23 

Machine  Related 

1 

1.85 

171.00 

0.0 

Construction 

2 

3.70 

191.00 

2.83 

Transport 

3 

5.56 

186.00 

33.96 

Housewife 

6 

11.11 

176.67 

19.42 

Service  Occupation 

1 

1.85 

145.00 

0.0 

Material  Handling 

1 

1.85 

169.00 

0.0 

Other 

1 

1.85 

163.00 

0.0 

I 
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TABLE  22 

Frequencies,  Percentages,  Means  and  SDs  of  the 
OPS  Scores  by  Income 


GROUP 

NO. 

% 

OPS  SCORE 

(N  =  63) 

MEAN 

Income 


Under  $5 

,000 

5 

7.49 

173.00 

28.61 

$5,000  - 

$10,000 

4 

6.35 

176.50 

11.73 

$10,001 

-  $15,000 

6 

9.52 

176.50 

24.85 

$15,001 

-  $20,000 

4 

6.35 

164.50 

29.51 

$20,001 

-  $25,000 

7 

11.11 

181.57 

10.45 

$25,001 

-  $30,000 

8 

12.70 

178.00 

15.95 

$30,001 

-  $35,000 

12 

19.05 

176.83 

16.35 

$35,001 

-  $40,000 

1 

1.59 

197.00 

0.0 

$40,001 

-  $45,000 

4 

6.35 

184.50 

22.31 

$45,001 

+ 

12 

19.05 

184.08 

9.80 

M.€l  ' 

V.  DISCUSSION  AND  CONCLUSION 


The  results  of  this  study  do  not  provide  direct  confirmation 
of  the  hypothesis  that  the  public  prefers  custodial  care  rather  than 
community  oriented  services  for  the  psychologically  disturbed  elderly. 

In  fact,  not  a  single  respondent  has  shown  definite  and  clear-cut 
preference  for  custodial  care  as  measured  by  the  Psychogeriatric 
Services  Scale  (PSS)  .  Since  this  preference  scale  has  high  reli¬ 
ability,  the  subjects’  responses  may  be  considered  as  dependable  in¬ 
dicators  of  their  preference  pattern.  The  general  belief  held  by 
many  authors  that  the  society  accepts  the  "storage  bin"  philosophy 
which  encourages  "maintenance"  rather  than  "rehabilitation"  (e.g., 

Butler  $  Busse,  1977;  Harrington,  1962)  of  the  elderly  does  not  seem 
to  be  supported  by  the  present  study. 

However,  a  closer  examination  of  the  results  suggests  that 
the  respondents'  preferences  are  in  the  predicted  direction.  When 
all  the  community  oriented  scores  are  dichotomized  into  High  and  Low 
categories,  we  do  find  significant  differences  between  the  groups. 

A  much  larger  percentage  of  the  subjects  have  a  low  community  orienta¬ 
tion.  Thus,  people  do  not  seem  to  have  strong  preference  for  community 
oriented  mental  health  services  for  the  elderly.  This  finding  may  be 
construed  as  supporting  the  first  hypothesis  indirectly. 

Analysis  of  the  data  in  terms  of  responses  to  preventive  care, 
community  care,  improved  institutional  care  and  after  care  items  on 
the  PS  scale  provides  a  more  precise  assessment  of  the  subjects'  service 
orientation.  Although  preventive  service  is  preferred  most,  it  is 
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interesting  to  note  that  improved  institutional  care  is  preferred 
significantly  more  than  community  care  and  after  care.  This  finding 
suggests  that  although  the  respondents  do  not  prefer  custodial  care 
for  the  psychologically  disturbed  elderly,  they  would  rather  see 
them  treated  and  managed  in  improved  institutional  settings.  In  a 
sense,  such  an  orientation  is  a  manifestation  of  less  faith  in  com¬ 
munity  services  for  the  treatment  and  management  of  the  psychologically 
impaired  elderly.  The  fact  that  after  care  services  are  preferred 
least  is  a  further  evidence  of  the  tendency  toward  preference  for  insti¬ 
tutional  care  of  the  aged.  The  results  of  the  present  research  re¬ 
lated  to  the  preference  for  specific  types  of  services  are  similar  to 
the  findings  of  other  research  reported  in  the  literature.  The  impor¬ 
tance  and  effectiveness  of  preventive  care  facilities  for  rehabili¬ 
tating  the  aged  have  been  demonstrated  by  Anderson  (1974,  1975),  Todd, 
(1968),  etc.  Similarly,  beneficial  results  have  been  noted  with  im¬ 
proved  institutional  care  (eg.  Lawton  $  Gottman,  1974;  Williams  et  al . , 
1970;  Zarit,  1980;  Stotsky,  1977;  etc.). 

Several  other  reasons  may  explain  why  the  first  hypothesis  has 
not  been  confirmed  directly.  First  it  appears  that  only  those  who  were 
highly  concerned  about  the  care  facilities  for  the  elderly  and  had 
positive  attitudes  toward  them  actually  returned  the  questionnaires. 

This  was  also  apparent  in  the  comments  of  the  subjects  who  were  reminded 
through  telephone  calls  to  fill  out  the  questionnaires  and  return  them 
to  the  researcher.  A  large  number  of  people  simply  said  that  they 
would  not  complete  the  questionnaires  as  they  did  not  have  any  interest 
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in  old  persons.  The  research  sample,  therefore,  may  include  very  few 
respondents  who  hold  negative  attitudes  toward  the  aged  and  who  have 
custodial  orientation  for  the  treatment  of  psychological  problems. 

Second,  it  is  possible  that  those  who  returned  the  question¬ 
naires  were  sophisticated  enough  to  understand  the  negative  connota¬ 
tions  of  a  custodial  orientation.  Hence,  even  though  they  may  truly 
have  a  custodial  orientation,  they  may  have  made  an  effort  to  appear 
community  oriented  in  order  to  conform  to  the  socially  accepted  pre¬ 
ference  pattern.  That  is  why  a  vast  majority  of  the  subjects  fall 
in  the  low  community  orientation  category. 

Third  ,  the  North  American  public,  particularly  in  metropoli¬ 
tan  centers  are  becoming  increasingly  aware  of  the  problems  faced  by 
the  elderly  population.  Growing  interest  in  gerontology  among  re¬ 
searchers,  government  officials,  politicans  and  prof essionals  seems 
to  have  produced  the  desired  positive  effects  on  the  public.  Thus 
in  urban  centers  like  Edmonton,  the  public  is  changing  toward  com¬ 
munity  oriented  services  for  the  psychologically  disturbed  elderly. 

Finally,  the  mental  health  movement  which  emphasizes  community 
orientation  in  the  treatment  of  mentally  ill  persons  may  be  respon¬ 
sible  for  changing  public  attitudes  toward  the  psychologically  dis¬ 
turbed  aged  as  well.  Perhaps  the  public  now  does  not  have  much  faith 
in  the  usefulness  of  custodial  care. 

The  second  hypothesis  asserted  that  there  is  a  relationship 
between  attitude  toward  the  elderly  and  the  type  of  services  pre¬ 
ferred  for  the  psychologically  disturbed  aged.  The  prediction  was 
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that  people  who  have  positive  attitudes  toward  the  elderly  will  prefer 
community  oriented  services  and  those  with  negative  attitudes  will 
prefer  custodial  care.  Again,  results  of  this  study  do  not  provide 
complete  support  for  the  second  hypothesis.  As  shown  in  Table  9,  al¬ 
though  the  tendency  is  present  in  the  data,  a  high  positive  attitude 
toward  old  persons  does  not  necessarily  mean  preference  for  community 
oriented  services  and  vice  versa. 

Moreover,  the  relationship  between  attitude  toward  the  elderly 
and  type  of  services  preferred  for  the  aged  is  only  moderate  (r  =  .38), 
but  highly  significant  (p  <  0.001).  This  suggests  that  there  is  a 
positive  correlation  between  attitude  toward  old  persons  and  preference 
for  services,  although  the  strength  of  the  relationship  is  not  very  high. 
The  absence  of  strong  correlation  between  attitude  toward  the  elderly 
and  preference  for  services  indicates  that  high  community  orientation  for 
services  is  not  necessarily  dependent  upon  positive  attitudes.  A  per¬ 
son  can  have  low  positive  or  neutral  attitude  toward  old  persons,  yet 
may  prefer  preventive  or  improved  institutional  services  rather  than  cus¬ 
todial  care  for  the  aged.  Another  reason  for  low  correlation  between 
PSS  and  OP  scales  may  be  related  to  the  variability  of  the  distribution 
of  scores.  Statistically,  the  greater  the  variability,  the  greater  is 
the  correlation  coefficient.  Since  there  are  no  scores  in  the  custodial 
orientation  range  on  the  PSS  and  in  the  negative  attitude  range  on  the 
Qpg  the  range  of  scores  on  both  the  variables  is  restricted.  This  may 
have  produced  small  correlation  coefficient  between  PSS  and  OPS.  Thus, 
a  more  definite  answer  to  the  issue  raised  by  the  second  hypothesis  can 
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come  only  when  we  have  responses  from  a  more  variable  group. 

The  primary  reason  for  the  lack  of  complete  confirmation  of  the 
second  hypothesis  appears  to  be  the  selective  nature  of  the  research 
sample.  As  mentioned  before  perhaps  only  those  subjects  returned  the 
questionnaires  who  hold  positive  attitudes  toward  old  persons  as  well 
as  prefer  community  oriented  services  for  the  disturbed  elderly.  The 
results  show  clearly  that  no  respondent  has  negative  attitude  toward 
old  persons  as  measured  by  the  OP  Scale.  Although  41%  of  the  respondents 
have  low  positive  attitude  compared  to  23%  with  high  positive  attitude, 
the  Chi  Square  test  does  not  reveal  significant  difference  at  the  con¬ 
ventional  .05  level.  However,  the  two  groups  are  significantly  different 
at  less  than  .10  level  (see  Table  9).  In  other  words,  a  large  percentage 
of  the  respondents  have  a  low  positive  attitude  toward  old  persons. 

The  findings  of  this  study  demonstrate  only  moderate  relationships 
between  some  demographic  variables,  preference  for  services  and  attitude 
scores  (see  Table  11) .  The  most  substantial  correlation  is  between 
Immigration  Year  and  service  orientation  (r  =  .46),  and  between 
Immigration  Year  and  attitude  toward  old  persons  (r  =  .53) .  New  immi¬ 
grants  to  Canada  are  more  favorable  toward  older  persons  and  prefer 
community  services.  If  we  view  old  people  as  handicapped  or  disadvan¬ 
taged  persons,  then  it  is  expected  that  the  recent  immigrants  will  empa¬ 
thize  with  the  problems  of  the  aged.  Income  is  another  variable  which 
has  a  significant  but  small  positive  relationship  with  PS  scores  only. 
Apparently,  higher  income  has  the  effect  of  making  people  more  community 
oriented  insofar  as  mental  health  services  are  concerned,  although 
it  does  not  have  any  effect  on  their  attitudes  toward  old  persons. 
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Perhaps  the  most  interesting  observation  is  the  presence 
of  small  negative  relationship  between  Mother  Living  and  PSS  (r  =  -.21) 
as  well  as  OPS  (r  =  -.23)  scores.  It  appears  that  close  personal  con¬ 
tact  with  old  persons  is  likely  to  engender  negative  and  custodial 
orientation  for  services.  Occupation  and  university  education  are 
also  associated  to  a  some  extent  with  PSS  and  OPS  scores  (see  Table  11) . 
However,  not  much  importance  can  be  attached  to  these  relationships, 
because  the  correlation  coefficients  are  extremely  small  (r  =  -.26 
and  .21),  although  significant.  These  low  correlation  coefficients, 
therefore,  suggest  that  preference  for  services  and  attitudes  toward 
old  persons  cannot  be  predicted  from  most  of  the  demographic  variables. 

It  should  be  noted  that  the  findings  of  the  present  study  with 
respect  to  age  are  different  from  other  research.  For  example,  Haile 
(1979)  found  negative  attitudes  among  students  under  20  years  of  age 
compared  to  those  who  were  in  the  20-29  year  group.  Similarly,  nega¬ 
tive  attitudes  toward  the  aged  among  younger  people  are  reported  by 
Suedfelt  (1977)  who  selected  his  sample  from  Vancouver,  British 
Columbia.  Insofar  as  other  demographic  variables  such  as  sex,  educa¬ 
tional  level  or  marital  status  are  concerned,  the  results  of  the 
present  study  support  other  research  findings  (eg.  Haile,  1979). 
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In  spite  of  the  usual  limitations  of  survey  research,  the 
present  study  has  several  important  implications  for  the  mental 
health  of  the  elderly.  The  results  show  that  the  public  generally 
prefers  community  oriented  services  for  the  treatment,  management 
and  rehabilitation  of  the  psychologically  disturbed  elderly.  How¬ 
ever,  community  mental  health  services  are  not  preferred  as  much  as 
preventive  and  modified  institutional  services  are.  This  informa¬ 
tion  is  useful  to  community  development  workers,  government  planners 
and  professionals  for  developing  mental  health  programmes  for  the 
aged.  Thus,  preventive  and  improved  institutional  care  services  may 
be  started  first  to  be  followed  by  other  community  oriented  services. 

The  typical  argument  for  inadequate  government  funding  and 
professional  apathy  for  mental  health  needs  of  the  aged  has  been  the 
lack  of  public  support  for  such  programmes.  The  present  research, 
however,  refutes  this  argument  and  demonstrates  clearly  the  existence 
of  public  support  for  community  oriented  services.  Nevertheless, 
there  still  appears  to  be  a  need  for  public  education  or  the  utiliza¬ 
tion  of  some  other  community  development  method,  since  the  majority  of 
the  respondents  have  low  community  orientation.  Strong  public  support 
for  community  mental  health  programmes  is  necessary  for  increased 
funding  and  allocation  of  relevant  professional  resources. 

As  for  the  attitude  toward  old  persons,  most  people  have  low 
positive  attitudes.  This  result  is  consistent  with  the  findings  dis¬ 
cussed  before.  Again,  it  is  a  challenge  to  community  development 
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experts  and  workers  to  initiate  change  in  the  public  attitude  toward 
old  persons  from  low  positive  to  high  positive. 

Perhaps  the  most  important  result  of  the  present  research 
is  the  fact  that  attitude  toward  old  persons  and  preference  for 
particular  types  of  service  are  not  associated  strongly.  Thus,  even 
if  the  public  is  not  strongly  favorable  toward  the  elderly,  it  can 
still  support  the  development  of  community  oriented  services  for 
the  disturbed  aged. 
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PSYCHOGERIATRIC  SERVICES  SCALE 
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eral  statements  regarding  mental  health  services  for  the  elderly 
lowing  each  statement,  there  are  six  boxes  labelled  as  follows: 
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re  are  no  "right"  or  "wrong"  answers  --  the  only  correct  responses  are  those  that  are 
e  for  you.  In  some  cases,  you  may  feel  you  do  not  have  enough  information  to  make 
gment.  In  such  instances,  please  make  the  best  judgment  possible. 


F  'ase  do  not  spend  too  much  time  on  any  one  statement,  but  do  not  skip  any  items. 
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:nk  you  very  much  for  your  cooperation. 


Existing  mental  health  facilities  for  the 
elderly  need  considerable  improvement  and 
expansion  in  order  to  provide  adequate 
servi ce . 

Mental  hospitals  are  least  suitable  for 
treatment  of  psychological  problems 
among  the  elderly. 

A  separate  psychogeriatric  unit  in  hos¬ 
pitals  and  nursing  homes  is  not  necessary 
to  deal  with  psychological  problems  of 
the  elderly,  since  most  hospitals  and 
nursing  homes  are  wel 1 -prepared  to  handle 
all  kinds  of  patients. 
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Day  hospitals  for  senior  citizens  should 
have  provision  for  both  short  and  long¬ 
term  rehabilitation  programmes. 

The  importance  and  usefullness  of 
"multiple  senior  citizen  centres"  have 
not  been  demonstrated  clearly. 

Home  visiting  psychological  and  psychiatric 
services  will  not  reduce  the  number  of 
older  persons  admitted  to  various  insti¬ 
tutions  . 
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Professional  services  of  mental  health 
consultants  (psychologists,  psychiatrists. 
Social  workers)  should  be  made  available 
to  older  persons  living  in  the  community 
to  prevent  serious  psychological  problems. 

It  is  wasteful  to  open  sheltered  workshops 
for  psychological ly  ill  old  persons. 

Regular  hospitals  or  provincial  mental 
hospitals  have  better  facilities  to  deal 
with  alcohol  and  drug  abuse  problems  of 
the  elderly  then  community  oriented  pro¬ 
grammes  . 
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Improved  and  continual  educational  programmes 
concerning  old  age  and  its  problems  are  needed 
for  the  elderly,  their  families  and  community 

members.  t]  H  LJ  U  LJ  LJ 

Successful  treatment  of  mental  illness  among 
older  people  is  possible  only  in  mental  hos¬ 
pitals.  □  LJ  □  □  IJ  LJ 


Counselling  services  are  of  little  or  no  use 
to  the  psychologically  disturbed  elderly. 


[]  []  [] 


Since  elderly  patients  do  not  differ  from  other 
age  groups,  treatment  and  rehabilitation  facili¬ 
ties  should  be  the  same  as  those  designed  for 
the  population  generally.  LJ 

Home  visiting  psychological  and  psychiatric 
services  are  more  likely  to  reduce  the  number 
of  mentally  ill  old  persons  entering  various 
institutions.  LJ 

Every  hospital  and  nursing  home  should  have  a 
psychogeriatri c  uni t--special  psychiatric  ward 
for  older  people.  LJ 


Even  with  good  referral  and  information 
the  elderly  will  seldom  make  use  of  the 
available  to  them. 


services , 
benefits 
[] 


The  nature  of  the  psychological  problems  of  the 
elderly  is  such  that  community  mental  health 
centres  will  not  be  very  effective  in  their 
treatment  and  rehabilitation.  LJ 
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8.  Older  people  with  psychological  problems 
will  benefit  more  from  treatment  provided 
in  mental  hospitals  (e.g.  Ponoka,  Alberta 
Hospitals)  than  the  treatment  received  at 
community  mental  health  centres.  [] 


9.  No  matter  what  kind  of  improvements  are 
made  in  transportation  service ,  the  el derly 
are  seldom  going  to  use  mental  health  ser¬ 
vices  available  for  them  in  the  community.  [] 


!0.  There  is  a  great  need  for  the  development 
of  specially  designed  mental  health  services 
for  the  psychologically  disturbed  elderly.  [] 

21.  In  general,  senior  citizens  are  not 
interested  in  recreational  and  leisure 
activities.  [] 


!2.  Sheltered  workshops  are  helpful  in  keeping 
the  mentally  disturbed  elderly  away  from 
mental  hospitals.  [] 


!3.  It  is  a  waste  of  money  and  human  resources 
to  develop  and  expand  special  mental  health 
services  for  the  elderly.  Cl 


!4.  Preventive  mental  health  services,  such  as 
better  health  care,  facilities,  good  pension 
plan,  adequate  provision  for  recreational, 
educational  and  social  activities  are  likely 
to  reduce  the  incidence  of  mental  disorder 
among  older  people. 

-5.  Psychiatric  and  psychological  consultation 
services  for  the  elderly  should  be  made 
available  to  all  nursing  homes  and  auxiliary 
hospi tal s . 


-6.  Older  people  with  psychological  problems 
should  receive  treatment  in  conventional 
mental  hospitals. 

-7.  Elderly  people  need  counselling  services 
in  order  to  cope  with  stresses  and  strains 
of  everyday  1 iving . 
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Day  Care  centres  especially  designed  for 
senior  citizens  offering  a  variety  of 
care  services  (e.g.,  physical,  social 
psychological,  recreational ,  etc.)  are 
more  effective  than  the  usual  institu¬ 
tional  care  for  the  elderly  suffering 
from  psychological  problems. 

It  is  not  a  good  idea  to  keep  the  psycho¬ 
logically  disturbed  elderly  in  their  own 
homes  regardless  of  provision  for  home 
care  services  in  the  community. 

Prevention  of  mental  illness  among  old 
people  can  be  achieved  through  improve¬ 
ments  in  their  housing,  income,  educa¬ 
tion,  nutrition  and  general  health. 

Half-way  houses  are  important  for  reha¬ 
bilitation  and  prevention  of  the  psycho¬ 
logically  disturbed  elderly. 

Psychol ogical ly  disturbed  elderly  are 
unlikely  to  benefit  from  the  services 
provided  by  Day  Care  centres. 

Improvement  in  transportation  systems 
for  the  elderly  is  needed  so  that  they 
can  benefit  from  services  available  for 
them  in  the  community. 
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In  order  to  prevent  the  development  of 
psychological  problems  among  older  people, 
adequate  recreational  and  leisure  time 
activities  must  be  made  available  in  the 

community.  []  []  []  El  E]  [] 

Treatment  and  prevention  of  mental  illness 
among  older  persons  will  be  greatly  facili¬ 
tated  by  "multipurpose  senior  citizen  centres" 
in  the  community  where  comprehensive  care 
services  (e.g.,  personal,  social,  educational, 
recreational,  medical,  psychological,  etc.) 

are  made  available  regularly .  []  []  []  E]  I]  El 

The  available  resources  and  facilities  are 
adequate  for  the  professional  management  and 
treatment  of  psychological  problems  of  the 

elderly.  EJ  U  U  □  □  □ 
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Modifications  in  institutional  settings 
are  needed  in  order  to  care  for  those 
elderly  for  whom  institutionalization 
is  the  only  alternative. 

The  staff  of  nursing  homes  and  auxiliary 
hospitals  are  wel 1 -prepared  to  care  for 
all  kinds  of  elderly  patients. 

Mobile  and  emergency  medical  and  psychia¬ 
tric  services  should  be  provided  to  the 
elderly  over  age  60  whenever  they  are 
needed  to  avoid  institutionalization. 

Information  and  referral  services  are 
extremely  important  for  many  older  persons 
because  most  of  them  are  not  aware  of  the 
benefi ts  and  services  available  to  them 
in  the  community. 


[]  []  []  []  [i  □ 

[]  :□  []  □  []  [] 

[]  []  []  []  []  [] 


[]  []  []  □  []  [] 


We  should  not  extend  our  responsi bl i ty 
to  care  for  older  mental  patients  beyond 

mental  hospitals  such  as  halfway  houses.  []  []  []  []  []  [] 


Expansion  of  Home  Health  Service  under 
the  present  Medicare  Plan  will  enable 
more  old  persons  to  use  this  service 

instead  of  full-time  institutionalization.  []  []  [] 


Outreach  services  (e.g.,  meals-on-wheels, 
home-visiting  medical  services,  etc.)  are 
necessary  not  only  to  locate  older  persons 
in  need  of  psychological  help,  but  also 
to  prevent  the  development  of  serious 
mental  illness  among  the  elderly. 

Community  mental  health  centres  which 
offer  comprehensive  mental  health  services, 
such  as  diagnosis,  treatment,  after-care 
facilities  and  prevention  are  better  than 
mental  institutions  for  mentally  disturbed 
old  persons. 

Considering  the  high  cost  of  the  Home 
Service  programme,  it  is  unwise  to  expand 
this  service  for  serving  a  large  percentage 
of  ol d  persons . 


[]  []  [] 

[]  □  [] 

[]  □  [] 


□  []  [] 


[]  []  □ 


[]  []  [] 

[]  []  [] 


:i  is  a  r. 


105 


Community  members  are  generally  aware  of 
the  problems  of  old  age,  and  as  such  no 
special  programme  is  required  to  educate 
the  public. 

It  is  a  luxury  to  provide  mental  health  con¬ 
sultation  services  utilizing  psychiatrists, 
psychologists,  and  social  workers  to  senior 
citizens  since  these  services  are  needed 
more  by  other  age  groups. 

Mental  health  services  should  only  be  pro¬ 
vided  to  those  elderly  patients  who  seek 
help  themselves. 

It  is  doubtful  that  preventive  programmes, 
such  as  improved  housing  facilities,  improved 
nutrition  and  health  conditions,  etc.  will 
reduce  the  incidence  of  mental  illnes  among 
the  elderly. 

Preventive  mental  health  services  are  of 
little  value  to  older  people,  because  they 
will  not  decrease  the  incidence  of  mental 
illness  among  the  elderly. 

Home  care  programmes  which  provide  a  variety 
of  health  treatment  and  support  services  to 
the  elderly  in  their  own  homes  should  be  made 
available  to  keep  them  psychologically  healthy 
in  their  familiar  environment. 

Treatment  and  rehabilitation  of  the  elderly 
suffering  from  alcoholism  and  drug  addiction 
should  be  through  community  oriented  pro¬ 
grammes  . 

Elderly  patients  with  psychological  problems 
are  more  likely  to  benefit  from  community 
based  mental  health  services,  such  as  day 
care  centers,  home  care  services,  etc.  than 
the  services  provided  in  traditional  mental 
hospi tal s . 

The  elderly  are  less  likely  to  use  mobile 
and  emergency  medical  and  psychiatric 
services  because  these  services  are  seldom 
needed  by  people  over  age  60. 
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27  TYPES  OF  SERVICES  IN  PSS 


Types  of  Services 

Question 

Nos . 

Positive 

Negative 

1. 

Day  Care  Center 

28 

32 

2. 

Day  Hospitals 

4 

26 

3. 

Special  Mental  Health  Services 

20 

23 

4. 

Community  Based  Mental  Health  Service 

53 

18 

5. 

Home  visiting  Psychological  and 

Psychiatry  Services 

14 

6 

6. 

Mental  Hospital 

2 

11 

7. 

Preventive  Mental  Health  Services 

24 

50 

8. 

Counselling  Services 

27 

12 

9. 

Community  Mental  Health  Center 

44 

17 

10. 

Out-Reach  Services 

43 

48 

11. 

Sheltered  Workshops 

22 

8 

12. 

Psychogeriatric  Unit  in  Nursing  Homes 
and  Hospitals 

15 

3 

13. 

Home  Care  Programme 

51 

29 

14. 

Mental  Health  Consultation  Services 

7 

47 

15. 

Half-way  Houses 

31 

41 

16. 

Multipurpose  Senior  Citizen  Centers 

35 

5 

17. 

Alcoholism  and  Drug  Abuse  Treatment 
Center 

52 

9 

18. 

Educational  Programmes  for  Old  Age 

10 

46 

19. 

Existing  Mental  Health  Services 

1 

36 

. 
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27  TYPES  OF  SERVICES  IN  PSS  (continued) 


Positive 

Negative 

20. 

Psychiatric  and  Psychological  Services 
in  Nursing  Homes  and  Hospitals 

25 

38 

21. 

Improved  Living  Conditions 

30 

49 

22. 

Improved  Medicare  Plan  for  Home  Services 

42 

45 

23. 

Mobile  and  Emergency  Medical  and 
Psychiatric  Services 

39 

54 

24. 

Recreational  and  Leisure  Activities 

34 

21 

25. 

Transportation  Services 

33 

19 

26. 

Information  and  Referral  Services 

40 

16 

27. 

Improvement  in  Institutional  Services 

37 

13 

* 
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4  GROUPS  OF  SERVICES  IN  PSS 


GROUP 

QUESTION  NO. 

1.  Preventive  Services 

24,  50,  43,  48,  29,  51,  7,  47, 
5,  35,  10,  46,  30,  49,  42,  45, 
21,  34,  19,  33,  16,  40 

2.  Improved  Institutional 
Services 

4,  26,  2,  11,  3,  15,  1,  36,  25, 
38,  13,  37 

3.  Community  Care  Services 

28,  32,  20,  23,  53,  18,  6,  14, 
12,  27,  44,  17,  9,  52,  39,  54 

4.  After  Care  Services 

8,  22,  31,  41 
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OLD  PEOPLE  SCALE 


u  will  find  a  number  of  statements  below  expressing  opinions  with  which  you  may  or  may  not 
ree.  Following  each  statement  are  six  boxes  labelled  as  follows: 


Strongly 

Disagree 

[] 


Slightly 
Disagree  Disagree 


Slightly 
Agree  Agree 


[] 


[] 


[] 


[] 


Strongly 

Agree 

[] 


are  to  indicate  the  degree  to  which  you  agree  or  disagree  with  each  statement  by  checking 
appropriate  box. 

?ase  consider  each  statement  carefully,  but  do  not  spend  too  much  time  on  any  one  state- 

it.  Do  not  skip  any  items. 

;re  are  no  "right"  or  "wrong"  answers  -  the  only  correct  responses  are  those  that  are 
le  for  you.  THIS  INVENTORY  IS  BEING  USED  FOR  RESEARCH  PURPOSES  ONLY  AND  IS  COMPLETELY 
)NYM0US . 


Old  people  have  too  little  power  in  business 
and  politics. 
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In  order  to  maintain 
borhood,  it  would  be 
did  not  live  in  it. 


a  nice  residential  neigh- 
best  if  too  many  old  people 


There  is  something 
people:  it's  hard 
them  tick. 


different  about  most  old 
to  figure  out  what  makes 


Most  old  people  make  excessive  demands  for 
love  and  reassurance. 

Most  old  people  are  very  relaxing  to  be 
with. 

Most  old  people  would  prefer  to  continue 
working  just  as  long  as  they  possibly  can 
rather  than  be  dependent  on  anybody. 

Most  old  people  can  generally  be  counted  on 
to  maintain  a  clean,  attractive  home. 

Most  old  people  make  one  feel  ill  at  ease. 

Most  old  people  should  be  more  concerned 
with  their  personal  appearance;  they're  too 
untidy. 
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[]  □  []  □  [1  [] 

[]  []  []  [i  []  [] 
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[]  []  []  []  □  [] 
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Most  old  people  are  cheerful  ,  agreeabl e ,  and 
good  humored. 
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Most  old  people  get  set  in  their  ways  and  are 

unable  to  change.  []  []  [] 


[]  []  [] 


It  would  probably  be  better  if  most  old  lived 
in  residential  units  with  people  their  own 

age.  []  []  []  []  []  □ 


One  seldom  hears  old  people  complaining  about 

the  behavior  of  the  younger  generation.  []  []  [] 


[]  []  □ 


If  old  people  expect  to  be  liked,  their  first 
step  is  to  try  to  get  rid  of  their  irritating 

faults.  []  []  []  []  C]  [] 


It  would  probably  be  better  if  most  old  people 

lived  in  residential  units  that  also  housed 

younger  people.  []  []  [] 

You  can  count  on  finding  a  nice  residential 

neighborhood  when  there  is  a  sizeable  number 

of  old  people  living  in  it.  []  []  C] 


□  □  [] 

[]  □  [] 


Most  old  people  are  capable  of  new  adjust¬ 
ments  when  the  situation  demands  it. 


[]  []  []  []  []  [] 


Most  old  people  bore  others  by  their  insistence 

on  talking  about  the  "good  old  days".  []  []  [] 

People  grow  wiser  with  the  coming  of  old  age.  []  []  [] 


Most  old  people  seem  to  be  quite  clean  and 

neat  in  their  personal  appearance.  []  []  □ 


There  are  few  exceptions,  but  in  general  most 

old  people  are  pretty  much  alike.  []  []  Lj 


Most  old  people  are  irritable,  grouchy,  and 
unpl easant . 


[]  []  □ 


Most  old  people  are  really  not  different  from 
anybody  else;  they're  as  easy  to  understand 
as  younger  people. 

One  of  the  most  interesting  qualities  of  old 
people  is  their  accounts  of  their  past 
experi ences . 
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Most  old  people  need  no  more  love  and 
reassurance  than  anyone  else. 


Most  old  people  respect  others'  privacy 
and  give  advice  only  when  asked. 
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[]  []  []  □  []  [] 

[]  []  □  []  []  [] 


It  is  foolish  to  claim  that  wisdom  comes 
with  old  age. 


[]  []  []  []  □  [] 


It  is  evident  that  most  old  people  are 

very  different  from  one  another.  []  []  [] 

Most  old  people  are  constantly  complaining 

about  the  behavior  of  the  younger  generation.  []  []  [] 


Most  old  people  spend  too  much  time  prying 
into  the  affairs  of  others  and  in  giving 
unsought  advice. 

Old  people  have  too  much  power  in  business 
and  politics. 

When  you  think  about  it,  old  people  have 
the  same  faults  as  anybody  else. 

Most  old  people  would  prefer  to  quit  work 
as  s.oon  as  pensions  or  their  children  can 
support  them. 

Most  old  people  tend  to  let  their  homes 
become  shabby  and  unattractive. 
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Thank  you  very  much  for  your  cooperation. 
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ease  complete  the  following  questions.  This  information  wilt  be  used  for 
search  purposes  only  and  is  completely  anonymous. 


•  Age:  _ 

Sex:  Male  _  Female  _ 

.  Marital  Status:  Single  _ Widowed  _  Separated  _ 

Married  _  Divorced  _  Common-law 

Number  of  Children:  _ Ages:  0-4  _  5-9  _ _  10-14 

1  5-1  9  20+ 


Birthplace:  _  _ 

Ci ty/Town  Country 


Ethnic  Background:  European  _  African  _  Asian 


West  Indian  _  Middle  Eastern  _ 

Native  Canadian  _  Others  _ 

(specify) 

Residence  Status:  Citizen  _  Permanent  Resident  _ 

Immigration  Year:  _ _ _ _  (if  applicable) 


Religion: _ _ _ _ 

Education  Completed: 

Elementary  Jr.  &  High  School 
1  2  3  4  5  6  7  8  9  1  0  11  12 

Employment  Status:  Employed  _ 


Vocational/ 

Col  1 ege/Uni versi ty  Technical 

12345678  1234 

Unemployed  _  Retired  _  Student 


.  Occupation/Profession:  __ _ _ _ 

.  Occupation/Profession  of  Spouse  _ _ ("if  applicable) 

Gross  Annual  Household  Income  of  1980: 


. . .  under 

$  5,000 

$25,001 

-  $30,000 

$  5,001  - 

$10,000 

$30,001 

-  $35,000 

$10,001  - 

$15,000 

$35,001 

-  $40,000 

$15,001  - 

$20,000 

$40,001 

-  $45,000 

$20,001  - 

$25,000 

$45,001 

&  over  . . 

Do  not 
write  in 
this  column 


; 
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5.  Is  your  father  living?  Yes  _  No  _ 

6.  Is  your  mother  living?  Yes  _  No  _ 

7.  Living  arragement  of  your  parents(s). 

Own  home  _  with  you  _  Institution  _ 

(speci fy) 

8.  If  your  parents  live  separately,  how  often  do  you  see  them? 

Daily  _  Weekly  _  Monthly  _ 


Annually 

Less  often 

Never 

Are  your 

grandparents 

1 i v i ng? 

Paternal 

Grandfather 

Yes 

No 

Paternal 

Grandmother 

Yes 

No 

Maternal 

Grandfather 

Yes 

No 

Maternal 

Grandmother 

Yes 

No 

?0.  Living  arrangement  of  your  grandparents: 

Own  home  with  you  _  Institution  ______________ 

(specify) 

H.  If  your  grandparents  live  separately,  how  often  do  you  see  them? 

Daily  _  Weekly  _ Monthly  _ 

Annually  _  Less  often  _  Never  _ 

Thank  you  very  much  for  your  cooperation 


APPENDIX  D 


Covering  Letter  Sent  with  the  Questionnaires 
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INTERDISCIPLINARY  M.A  PROGRAM 
IN  COMMUNITY  DEVELOPMENT 


THE  UNIVERSITY  OF  ALBERTA 

EDMONTON,  ALBERTA,  CANADA 
T6G  2G5 


To:  Head  of  the  Household 


Dear  Sir/Madam: 

The  Division  of  Community  Development  at  the  University  of 
Alberta  is  supervising  a  research  study  by  a  graduate  student 
(Mrs.  Asha  Sinha)  concerning  the  problems  of  senior  citizens. 

The  main  purpose  of  the  research  is  to  find  out  what  kind 
of  mental  health  services  for  senior  citizens  are  preferred  by 
community  members.  This  information  will  be  useful  to  the  gov¬ 
ernment,  social  service  agencies  and  community  workers  in  de¬ 
signing  suitable  mental  health  services  for  the  elderly. 

We  would  very  much  appreciate  it  if  you  would  kindly  take 
some  time  to  answer  the  enclosed  questionnaire.  Since  you  are 
not  required  to  write  your  name  on  the  questionnaire,  your  ans¬ 
wers  will  remain  completely  confidential. 

A  brief  summary  of  the  results  will  be  prepared  at  the  com¬ 
pletion  of  this  study.  If  you  wish  to  receive  the  summary,  please 
send  me  your  name  and  address  in  a  separate  letter  so  that  your 
answers  cannot  be  identified. 


Please  send  the  completed  questionnaire  in  the  enclosed 
stamped  and  self  addressed  envelop  at  your  earliest  convenience. 

If  you  have  any  questions  please  call  Mrs.  Sinha  at  435-5160. 

Thank  you  very  much  for  your  time  and  interest  in  this  project. 


Dr.v  A.S.A.  Mohsen, 

Acting  Director 

Division  of  Community  Development 


* 


'  Y 


